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The Agency for Health Care Policy and Research (AHCPR) was estab-

lished in December 1989 under Public Law 101-239 (Omnibus Budget

Reconciliation Act of 1989) to enhance the quality, appropriateness, and

effectiveness of health care services and access to these services. AHCPR
carries out its mission by conducting and supporting general health services

research, including medical effectiveness research, facilitating development

of clinical practice guidelines, and disseminating research findings and guide

lines to health care providers, policymakers, and the public.

The legislation also established within AHCPR the Office of the Forum
for Quality and Effectiveness in Health Care (the Forum). The Forum has pri

mary responsibility for facilitating the development, periodic review, and

updating of clinical practice guidelines. The guidelines will assist practition-

ers in the prevention, diagnosis, treatment, and management of clinical

conditions.

The Centers for Disease Control and Prevention (CDC) promotes health

and quality of life by preventing and controlling disease, injury, and disabil-

ity. In acknowledgment of the important role clinical practice guidelines can

play in reduction of tobacco use, CDC has collaborated with AHCPR as a

partner in the development of this Clinical Practice Guideline.

Guidelines are available in formats suitable for health care practitioners,

the scientific community, educators, and consumers. AHCPR invites com-

ments and suggestions from users for consideration in development and

updating of future guidelines. Please send written comments to Director,

Office of the Forum for Quality and Effectiveness in Health Care, AHCPR,
Willco Building, Suite 310, 6000 Executive Boulevard, Rockville, MD
20852.
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~ Guideline Development and Use

S ip‘ Guidelines are systematically developed statements to assist practitioner

,

- and patient decisions about appropriate health care for specific clinical condi-

^ tions. This guideline was developed by a private-sector panel convened by

^ I

the Agency for Health Care Policy and Research (AHCPR) and the Centers
' for Disease Control and Prevention (CDC). The panel employed an explicit

science-based methodology and expert clinical judgment to develop specific

statements on smoking cessation.

Extensive literature searches were conducted, and critical reviews and

syntheses were used to evaluate empirical evidence and significant outcomes.

Peer review was undertaken to evaluate the reliability and utility of the

guideline in clinical practice. The panel’s recommendations are primarily

based on the published scientific literature. When the scientific literature was

incomplete or inconsistent in a particular area, the recommendations reflect

the professional judgment of panel members and consultants.

The guideline reflects the state of knowledge, current at the time of pub-

lication, on effective and appropriate care. Given the inevitable changes in

the state of scientific information and technology, periodic review, updating,

and revision will be done.

We believe that this AHCPR and CDC-assisted clinical practice guideline

will make positive contributions to the quality of care in the United States.

We encourage practitioners and patients to use the information provided in

the guideline. The recommendations may not be appropriate for use in all cir-

cumstances. Decisions to adopt any particular recommendation must be made
by the practitioner in light of available resources and circumstances presented

by individual patients.

Clifton R. Gaus, ScD David Satcher, MD, PhD
Administrator Director

Agencyfor Health Care Policy Centersfor Disease Control

and Research and Prevention

Publication of this guideline does not necessarily represent endorsement by

the U.S. Department ofHealth and Human Services.

For sale by the U.S. Government Printing Office

Superintendent of Documents, Mail Stop; SSOP, Washington, DC 20402-9328

ISBN 0-16-048610-6
ii



Abstract

This guideline contains strategies and recommendations designed to

assist clinicians, smoking cessation specialists, and health care administra-

tors/insurers/purchasers in identifying tobacco users and supporting and

delivering effective smoking cessation interventions. These recommenda-

tions were made as a result of an exhaustive and systematic review and

analysis of the scientific literature. The primary analytic technique used was

meta-analysis. The strength of evidence that served as the basis for each rec-

ommendation is clearly indicated in the guideline. Public testimony and a

peer review were also part of the guideline’s development process, as well as

a notice in the Federal Register inviting review. The guideline’s principal

findings are:

Every person who smokes should be offered smoking cessation

treatment at every office visit.

Clinicians should ask and record the tobacco-use status of every patient.

Cessation treatments even as brief as 3 minutes a visit are effective.

More intense treatment is more effective in producing long-term

abstinence from tobacco.

Nicotine replacement therapy (nicotine patches or gum), clinician-

delivered social support, and skills training are particularly

effective components of smoking cessation treatment.^

Health care systems should make institutional changes that result in

the systematic identification of, and intervention with, all tobacco

users at every visit.

The guideline proposes strategies for carrying out each of its specific rec-

ommendations. For clinicians, these recommendations are (1) systematically

identify tobacco users and document their status; (2) strongly urge all smokers

to quit; (3) identify smokers willing to make a quit attempt; (4) aid the patient

in quitting by helping with a quit plan, offering nicotine replacement therapy,

giving advice, and providing supplementary information; and (5) schedule fol-

lowup contact. Recommendations for smoking cessation specialists are (1)

assess the smoker who has entered an intervention program; (2) use a variety

of clinical specialists; (3) ensure that the program is sufficiently intensive; (4)

use a variety of program formats; (5) include effective counseling techniques;

(6) target the smoker’s motivation to quit; (7) provide relapse prevention inter-

vention; (8) offer nicotine replacement therapy; and (9) arrange followup

contact. Recommendations for health insurance purchasers and health care

As this guideline went to press, nicotine nasal spray was approved for use in the United States by the

Food and Drug Administration, joining the nicotine patch and gum as effective available interventions.
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administrators are (1) consider making tobacco assessment, counseling, and

treatment a contractual obligation of the insurers and providers that sell ser-

vices; and (2) ensure that institutional changes to promote smoking cessation

interventions are universally implemented.

This document is in the public domain and may be used and reprinted without

special permission, except for those copyrighted materials noted for which further

reproduction is prohibited without the specific permission of copyright holders.

AHCPR appreciates citation as to source, and the suggested format is provided below:

Fiore MC, Bailey WC, Cohen SJ, et al. Smoking Cessation. Clinical Practice

Guideline No 18. Rockville, MD: U.S. Department of Health and Human
Services, Public Health Service, Agency for Health Care Policy and Research.

AHCPR Publication No. 96-0692. April 1996.
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Executive Summary

Smoking cessation interventions offer clinicians and health care providers

their greatest opportunity to improve the current and future health of all

Americans (U.S. Department of Health and Human Services [DHHS], 1989).

It is essential, therefore, that clinicians, smoking cessation specialists, health

care administrators, and health care purchasers take an active role in reducing

the prevalence of tobacco use. One way to do this is through the support and

delivery of effective smoking cessation interventions.

This guideline is a product of the Smoking Cessation Guideline Panel

(the “panel”), which was charged by AHCPR to identify effective, experi-

mentally validated smoking cessation treatments and practices. Through a

systematic and exhaustive review and analysis of the available scientific

research literature, the panel developed practice recommendations that

address three principal audiences: the broad range of primary care clinicians,

for whom smoking cessation is just one of many clinical activities; smoking

cessation specialists, for whom smoking cessation treatment is a major pro-

fessional activity; and health care administrators/insurers/purchasers. The last

group can influence smoking cessation by supporting the implementation and

reimbursement of effective cessation activities.

Major findings and recommendations of this guideline can be summa-
rized in six points:

1 . Effective smoking cessation treatments are available, and every patient

who smokes should be offered one or more of these treatments.

2. It is essential that clinicians determine and document the tobacco-use

status of every patient treated in a health care setting.

3. Brief cessation treatments are effective, and at least a minimal

intervention should be provided to every patient who uses tobacco.

4. A dose-response relation exists between the intensity and duration of a

treatment and its effectiveness. In general, the more intense the

treatment, the more effective it is in producing long-term abstinence from

tobacco.

5. Three treatment elements, in particular, are effective, and one or more
of these elements should be included in smoking cessation treatment:

Nicotine replacement therapy (nicotine patches or gum)

Social support (clinician-provided encouragement and assistance)

1



Skills training/problem solving (techniques on achieving and maintaining

abstinence)

6. Effective reduction of tobacco use requires that health care systems

make institutional changes that result in systematic identification of, and
intervention with, all tobacco users at every visit.

The vast majority of data available to the panel came from studies of

interventions with smokers. Therefore, in most sections of the guideline, the

panel specifically refers to “smoking” or “smoking cessation.” However,

panel consensus is that many, if not all, recommendations in this guideline

pertain to assessment and treatment of all tobacco users. Therefore, the panel

encourages clinicians and other individuals providing cessation services to

use these recommendations to guide their treatment of smokeless tobacco

users as well as cigar and pipe users.

The six major findings listed above should be important for all three pro-

fessional target audiences. However, some findings have special relevance to

certain audiences, and Chapter 2 of this guideline distills findings for the

three audiences. For instance, the smoking cessation specialist is directed to

the section entitled Tobacco Cessation Specialists and Programs, where find-

ings regarding the effective constituents of intensive cessation treatments are

summarized.

Many guideline findings are highly relevant to primary care and other

clinicians. One important finding for this audience is that virtually all types

of clinicians—physicians, nurses, nurse practitioners, dentists, psychologists,

pharmacists, respiratory and physical therapists, physician assistants, and

many others—can effectively deliver tobacco cessation treatments (Cohen,

Stookey, Katz, et al., 1989; Dix Smith, McGhan, Lauger, 1995; Hall,

Tunstall, Rugg, et al., 1985; Hollis, Lichtenstein, Vogt, et al., 1993; National

Heart, Lung, and Blood Institute, 1991; Ockene, Kristeller, Goldberg, et al.,

1991; Wewers, Bowen, Stanislaw, et al., 1994). Also emphasized is the fact

that very brief treatments, such as firm advice to quit smoking, can effec-

tively boost long-term cessation. In addition, clinicians are offered a series

of specific steps to follow to intervene effectively with their patients who use

tobacco (see the first section in Chapter 2, Primary Care Clinicians).

The attention of health care administrators/insurers/purchasers is directed

to the third section of Chapter 2, which highlights the importance of institu-

tional changes that ensure that health care systems identify and intervene with

every patient who uses tobacco. This unique emphasis reflects panel recogni-

tion of the increasing role of managed care in health care delivery. This

recognition requires the guideline to move beyond a traditional focus on the

clinician and to address the potential of health care delivery organizations to

ensure that tobacco users are reliably identified and treated.

2



The most significant message of this guideline has great relevance to

anyone concerned with health care. This guideline challenges clinicians and

others to change the nature of clinical practice to address universally and sys-

tematically the leading preventable cause of illness and death in our society

(DHHS, 1988; 1989).

Tobacco use has an enormous impact on health in the United States.

Approximately 25 percent of adult Americans smoke cigarettes, yet smokers

enter and exit the health care system each day without receiving treatment for

this important health risk. Clinicians have unique access to individuals who
use tobacco—more than 70 percent of smoking Americans visit a clinician

each year. Yet half of these individuals report having never been urged to

quit by a clinician, and more than 70 percent now say they want to quit and

have made at least one unsuccessful prior quit attempt. yWerican clinicians

are missing a unique opportunity to help their patients who use tobacco. This

guideline offers a simple and flexible set of strategies that ensure that all

patients who use tobacco are offered motivational interventions and effective

treatments to overcome this powerful addiction.

3
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I Overview

Rationale for Guideline Development

The Agency for Health Care Policy and Research (AHCPR) convenes

expert panels to develop clinical guidelines for health care practitioners.

AHCPR determines the need for guidelines for a given condition based on

several factors, including prevalence, related morbidity and mortality, eco-

nomic burden imposed by the condition, variation in clinical practice related

to the condition, availability of methods for improvement of care, and avail-

ability of data on which to base recommendations for care.

Tobacco use has been cited as the chief avoidable cause of illness and death

in our society, responsible for more than 400,000 deaths in the United States

each year. Smoking is a known cause of cancer, heart disease, stroke, and chron-

ic obstractive pulmonary disease (Centers for Disease Control [CDC], 1993a).

Tobacco use is surprisingly prevalent, given the health dangers it presents and

the public’s awareness of those dangers (DHHS, 1989). Recent estimates are

that 25 percent of Americans smoke (CDC, 1994). Moreover, smoking preva-

lence among adolescents appears to be rising, with more than 3,000 children and

adolescents becoming regular users of tobacco each day. This ensures that a new
generation of Americans will be addicted to nicotine and at risk for the host of

harmful consequences of tobacco use. Tobacco use is not only dangerous to

individuals, it yields staggering societal costs as well. The estimated smoking-

attributable cost for medical care in 1993 is $50 billion, and the cost of lost

productivity and forfeited earnings due to smoking-related disability is estimated

at $47 billion per year (Herdman, Hewitt, and Laschober, 1993).

Despite the tragic health consequences of smoking, physicians and other

health care clinicians often fail to assess and treat tobacco use consistently

and effectively. For instance, only half of smokers seeing a primary care

physician in the past year report being asked about their smoking (Robinson,

Laurent, and Little, 1995), and only a minority of smokers report being

advised to quit (CDC, 1993b). This failure to assess and intervene exists in

the face of substantial evidence that even brief smoking cessation treatments

can be effective (e.g., Fiore, Smith, Jorenby, et al., 1994, Glynn and Manley,

1990; Russell, Wilson, Taylor, et al., 1979).

The evidence reviewed above suggests that tobacco use presents a rare

confluence of circumstances: (1) a highly significant health threat, (2) a dis-

inclination among clinicians to intervene consistently, and (3) the presence of

effective, preventive interventions. The last point is buttressed by over-

whelming evidence that smoking cessation interventions, if delivered in a

timely and effective manner, greatly reduce the smoker’s risk of suffering

from smoking-related disease (DHHS, 1990). Indeed, it is difficult to
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Smoking Cessation

identify a condition in developed countries that presents such a mix of lethality,

prevalence, and neglect, despite effective and readily available interventions.

Clinicians know that tobacco use is a serious health problem. But signif-

icant barriers exist that interfere with clinicians’ assessment and treatment of

smokers. Many clinicians lack knowledge about how to identify smokers

quickly and easily, which treatments are efficacious, how such treatments can

be delivered, and the relative efficacies of different treatments. Clinicians

may fail to intervene because they are unaware of the availability of effica-

cious, brief treatments that are ideal for clinical settings. Or, clinicians may
fail to intervene because of inadequate clinic or institutional support for rou-

tine assessment and treatment of tobacco use.

This guideline addresses these barriers on the basis of a careful evalua-

tion and synthesis of relevant existing scientific literatures. The guideline

comprises specific evidence-based recommendations to guide clinicians and

smoking cessation specialists in their tobacco intervention efforts. Additional

specific recommendations guide insurers, managed care providers, and other

health care administrators in their efforts to develop and implement institu-

tional supports for reliable assessment and treatment of tobacco use. The
National Cancer Institute (NCI) projects that if 100,000 physicians were to

help 10 percent of their patients who smoke to stop each year, the number of

smokers in the United States would drop by an additional 2 million people

annually (Fiore, Pierce, Remington, et al., 1990). Even greater cessation

would occur if other types of health care clinicians (e.g., nurses) would also

intervene with their patients who smoke. This guideline, therefore, is a

potentially powerful tool in the mission to curtail. the greatest preventable

cause of death and disability in the United States today.

Organization of the Guideline and Other Products

This guideline is divided into five chapters. Chapter 1, Overview, pro-

vides an overview and rationale for the guideline, as well as a detailed

description of thie methodology used to review the scientific literature and

develop the guideline.

Chapter 2, Recornmendations for Three Target Audiences, is directed at

the three key audiences for this guideline—primary care clinicians, smoking

cessation specialists, and health care delivery administrators, insurers, and

purchasers. These sections are designed as stand-alone guides for imple-

menting the relevant components of the guideline.

Chapter 3, Evidence, presents the evidentiary basis for the guideline rec-

ommendations. The sections within this chapter are organized around the

Model for Tobacco Cessation Evidence (Figure 1); each section describes the

scientific data that support the components of the evidence model. The sec-

tion on Screen for Tobacco Use provides the scientific evidence that forms

the basis for recommendations regarding the identification of tobacco users.

This section corresponds to the “Screen for Tobacco Use” box in Figure 1.

6
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Smoking Cessation

The section on Advice to Quit Smoking characterizes the evidence that sup-

ports the importance of clinicians advising every tobacco user to quit. This

section corresponds to the “Advise” box in Figure 1 . For those smokers who
are willing to make a quit attempt, the section on Specialized Assessment

addresses the formal assessment of smokers prior to a cessation attempt.

This section corresponds to the “Assess” box of Figure 1 . The section on

Interventions, the longest section of the chapter, provides the scientific evi-

dence evaluating various characteristics and types of tobacco cessation

interventions. This corresponds to the “Intervene” box of Figure 1 . Finally,

the evidence supporting the importance of followup interventions after a

smoker has quit is described in the section on Followup Assessment and

Procedures. This corresponds to the “Followup Procedures” box in Figure 1.

Chapter 4 of the guideline. Promoting the Motivation to Quit and

Preventing Relapse, addresses two issues not covered in the previous chap-

ters. The first section addresses strategies to motivate smokers not willing to

make a quit attempt at this time. The second section provides recommenda-
tions to prevent relapse among individuals trying to quit.

Chapter 5, Special Populations and Topics, provides specific information

on specific populations (women, racial and ethnic minorities, hospitalized

patients, children and adolescents) and special topics (weight gain upon quit-

ting, smokeless tobacco use) not otherwise addressed in the guideline. These

special populations and topics are not identified in Figure 1

.

In addition to this Clinical Practice Guideline, a larger document, the

Smoking Cessation Guideline Technical Report (the “technical report”), con-

tains more detailed information on the methodology employed in developing

this guideline. This technical report may be obtained by contacting the

National Technical Information Service. Additionally, two quick reference

guides are available, as well as a consumer guide.

Guideline Development Methodology

Introduction

The panel attempted, through the recommendations in the guideline, to

provide clinicians with effective strategies to assist patients who use tobacco.

Recommendations were influenced by two' goals. The first was to be as clear

as possible in identifying those treatment strategies found to be efficacious.

The second was that recommendations be made in such a way that they could

be implemented across diverse clinical settings and patient populations.

The guideline is based on systematic reviews of the available scientific lit-

erature. The reviews involved a comprehensive examination of literature

published from 1976 through 1994. The panel identified randomized controlled

trials as the strongest level of evidence for evaluation of treatment efficacy.

Thus, evidence derived from randomized controlled trials serves as the basis for

almost all recommendations contained in this guideline. However, the panel

occasionally made recommendations in the absence of randomized controlled

8



Overview

trials. It did so when faced with an important clinical practice issue for which

considerable suggestive evidence existed. The panel clearly identified the level

or strength of evidence that served as the basis for each of its recommendations.

Topics Included in the Guideline

The panel identified tobacco use as the targeted condition and all tobacco

users as the clinical population of interest. All tobacco cessation interven-

tions were examined, as well as interventions aimed at modifying both

clinician and health care delivery system behavior.

Interventions for the primary prevention of tobacco use were not examined

in detail (see the Section in Chapter 5, Children and Adolescents: Primary

Prevention of Tobacco Addiction) with the exception of interventions directly

relevant to clinical practice. Because of the importance and complexity of the

primary prevention of tobacco initiation, the panel recommended that primary

prevention be addressed in a separate clinical practice guidehne. In addition,

community-level interventions (e.g., mass media campaigns) that were not

directly relevant to primary care practice settings were not addressed.

This guideline was designed for three primary audiences: primary care

clinicians, smoking cessation specialists, and health care administrators/

insurers/purchasers. The guideline was also designed to be appropriate for

use in a wide variety of practice settings including private practice, health

maintenance organizations, public health department clinics, hospitals, school

or work site clinics, and so on.

Guideline Development Process

This guideline was developed over 2 years beginning in late 1993. A dis-

tillation of the guideline development process is illustrated in Figure 2.

Search and Review of the Literature

The literature was reviewed systematically by (a) establishing a priori

criteria for relevant studies, (b) reviewing abstracts and articles selected by

computer searches and by scanning bibliographies, (c) compiling and review-

ing the full articles, (d) compiling evidence tables summarizing these articles,

and (e) conducting meta-analyses where possible.

Inclusion Criteria. Approximately 3,000 articles were reviewed to iden-

tify the literature appropriate for evaluation. The appropriateness of an article

was determined by applying the criteria for inclusion established a priori by

the panel. The criteria were that the article (a) reported the results of a ran-

domized, controlled trial of a tobacco-use cessation intervention, (b) provided

followup results at a timepoint at least 5 months after the quit date, (c) was
published in a peer-reviewed journal, (d) was published between 1975 and

1994, and (e) was published in English. As a result of this review, more than

300 articles were included in our final database. A list of these references
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Figure 2. Guideline development process

Topic chosen by AHCPR

Panel chair chosen by AHCPR
i

Panel members recommended by AHCPR

Panel members approved/appointed by AHCPR

Panel convened and criteria for evaluable literature defined

i

Topics selected for review and evidence model developed

Literature reviewers for specific topics selected by panel staff

Literature searches conducted

Abstracts received bj literature reviewers

Abstracts reviewed for inclusion/exclusion criteria by literature reviewers

Full copy of each accepted article read and independently coded by

at least 3 literature reviewers

i

Literature review and evidence tables created by literature reviewers

Initial meta-ana|yses conducted

Evidence tables, original literature, and meta-analytic results provided

to panel members

Public meeting held to obtain additional input

Panel reviews evidence, forms tentative conclusions, identifies need
for further analyses

Additional meta-analyses conducted by panel staff on focused

selection of literature

i

Panel again reviews relevant evidence and formulates guideline

recommendations

Panel recommendations summ^ized by panel staff for guideline

Guideline drafted by panel staff

Guideline draft reviewed by all panel members

Guideline draft reviewed by peer reviewers

Guideline revised and published
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may be obtained by contacting AHCPR and is available for online retrieval

(see Availability of Guidelines on inside back cover for more information).

When individual authors produced multiple articles meeting inclusion

criteria, each article was carefully screened to ensure that it, in fact, repre-

sented an independent trial. Where two articles appeared to report data from

the same group of subjects, only the most complete article was used to gener-

ate data for the analyses.

In some cases, panel conclusions were based partly on the results of pre-

viously published meta-analyses. Published meta-analyses were used when
they (a) synthesized data from related sets of randomized clinical trials of

smoking cessation methods, (b) were published in peer-reviewed journals, (c)

were published between 1975 and 1994, and (d) were published in English.

Selection of Evidence. Only published, peer-reviewed randomized con-

trolled trials were considered to provide strong evidence in support of

guideline recommendations. This decision was based on the judgment that

randomized controlled trials are the clearest scientific method for judging

comparative efficacy. The panel made this decision recognizing the limita-

tions of randomized controlled trials, particularly considerations of

generalizability with respect to patient selection and treatment quality. l

Preparation of Evidence Tables. To evaluate the literature systemati-
^

cally, three literature reviewers independently read and scored each article
]!

that met inclusion criteria. The reviewers then met and compared coding.

Any discrepancies that could not be resolved were adjudicated by the project t

director, panel chair, and/or senior scientific consultant. The data were then 1

compiled and used in relevant analyses.
j

Analysis of Treatment Effect. The success of a treatment studied in a ran-

domized controlled trial can be reported in a number of ways. For instance,
[

what percentage of patients randomized to a treatment successfully quit? This !

question can be answered by an intent-to-treat analysis that uses the number of 1

patients who quit smoking (regardless of whether they remained in the study) as

the numerator and the number randomized to the treatment as the denominator.

A modified intent-to-treat analysis was generally used in this guideline. The

denominator for this analysis was the number of patients randomized to the treat-

ment, but in most studies, the numerator was the number of abstinent patients

who were contacted at followup. In other words, smokers who could not be con-

tacted at foUowup were not considered abstinent and were not included in the

numerator. This modification was made because few studies presented suffieient

data to permit calculation of tme intent-to-treat numbers, whereas many provided

enough information to permit calculation of the modified percentage.

Outcome Data. A study was required to provide outcome data with fol-

lowup at least 5 months after the designated quit day. Five months was chosen

to balance the needs for (a) a large pool of smdies for meta-analyses and (b)

the desire to examine only clinically important outcomes (i.e., long-term cessa-

tion). These long-term outcome data provided the basis of virtually all

eessation analyses eontained in this guideline. (The one exception is that the
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meta-analysis of cessation treatments in pregnant women contained somewhat
shorter followup periods.) Panel staff also coded the presence of biochemical

confirmation of self-reported abstinence. In most major meta-analyses, panel

staff investigated whether studies using biochemical confirmation yielded dif-

ferent results than did studies without this design feature. Including or

excluding studies that lacked biochemical verification had little impact on

meta-analysis results. Therefore, meta-analyses presented in the guideline

reflect a pooling of studies with and without biochemical confirmation.

Meta-Analytic Techniques

Methodology and Limitations. The principal analytic technique used in

this guideline was meta-analysis. This statistical technique estimates the impact

of a treatment or variable across a set of related investigations. A complete and

detailed review of the meta-analytic methods used in the guideline can be found

in the technical report. The primary meta-analytic model used in the guideline

was logistic regression using random effects modeling. The panel methodolo-

gists chose to employ random effects modeling, assuming that both the subject

populations and the treatment elements analyzed would vary from study to study

(e.g., “general problem-solving” counseling might be done somewhat differently

at two different sites). Random effects modeling is well suited to accommodate

such variation among studies (DerSimonian and Laird, 1986).

The initial step in meta-analysis was the selection of studies that were

relevant to the treatment characteristic being evaluated. After relevant studies

were identified (e.g., those that contained a self-help intervention if self-help

treatments were being evaluated), panel staff reviewed the studies to ensure

that they passed screening criteria. Some screening criteria were general

(e.g., appropriate randomization), whereas other criteria were specific to the

type of treatment characteristic evaluated (e.g., in the analysis of clinicians,

screening ensured that differences in clinicians were not confounded by dif-

ferences in pharmacotherapy status). The technical report contains lists and

descriptions of all screening criteria.

Several factors can compromise the internal validity of the meta-analyses.

For example, pubhcation biases (particularly the tendency to publish only those

studies with positive findings) may result in biased summary statistics. In addi-

tion, either the magnitude or the significance of the findings of the meta-analyses

may be influenced by factors such as the frequency with which treatments

occurred in the data set, and by the extent to which treatments co-occurred with

other treatments. All else being equal, a treatment that occurs infrequently in the

data set is less likely to be found significant than a more frequently occurring

treatment. And, when two treatments co-occur frequently in the same groups of

subjects, it is difficult to apportion statistically the impact of each.

Threats to the external validity of the meta-analysis relate primarily to the

generalizability of the study populations. However, conducting separate

meta-analyses based on the populations under study yielded generally similar
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results across a variety of treatment dimensions. For instance, meta-analyses

that involved subjects seeking out smoking cessation treatment (“self-select-

ed”) yielded results similar to meta-analyses in which subjects received

treatment without taking steps to seek it, such as when it is an integral part of

a health care visit (“all-comers”). No other population characteristics (e.g.,

years smoked, packs per day) were explored in meta-analyses.

In summary, with the exception of the caveats discussed above, the meta-

analytic techniques provide a valid synthesis of smoking cessation treatment

outcome data and identify treatment features or elements that are effective

across a group of related investigations.

Strength of Evidence

Every recommendation made by the panel bears a strength-of-evidence

rating that indicates the quality and quantity of empirical support for the rec-

ommendation. The three ratings are described below:

A Multiple well-designed randomized clinical trials, directly relevant to

the recommendation, yielded a consistent pattern of findings.

B Some evidence from randomized clinical trials supported the recom-
J

mendation, but the scientific support was not optimal. For instance,
j

either few randomized trials existed, the trials that did exist were some- (

what inconsistent, or the trials were not directly relevant to the recom- [

mendation. An example of the last point would be the case where trials
{

were conducted using a study population that differed from the target
j

population of the recommendation.

C Reserved for important clinical situations where the panel achieved H

consensus on the recommendation in the absence of relevant randomized h

controlled trials.

The panel declined to make recommendations when there was no rele-

vant evidence or the evidence considered was too weak or inconsistent.

Not every evidence statement is used to support a recommendation.

Therefore, a recommendation may be directly relevant to only a subset of the

evidence statements in the same guideline section. Thus, within a section,

some evidence statements may carry different strength ratings than does a

particular recommendation.

Interpretation of Meta-Analysis Results

The meta-analyses yielded logistic regression coefficients that were con-

verted to odds ratios. The meaning or interpretation of an odds ratio can be

seen most easily by means of an example depicted in a 2 x 2 table. Table 1

contains data showing the relation between maternal smoking and low birth

weight in infants. Data are extracted from Hosmer and Lemeshow (1989).
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Table 1. Relation between maternal smoking and low birth weight
in infants

Maternal smoking

Yes No

Low birth weight Yes 30 29

No 44 86

74 115

The odds of a low birth weight infant if the mother smokes are 30:44, or 0.68

to 1 . The odds of a low birth weight infant if the mother does not smoke are

29:86, or 0.34 to 1. The odds ratio is thus (30/44)/(29/86) = 2.02 to 1.

Therefore, the odds ratio can be seen roughly as the odds of an outcome

on one variable, given a certain status on another variable(s). In the case

above, the risk of a low birth weight infant is about double for women who
smoke compared with those who do not.

Once odds ratios were obtained from meta-analyses, the statistical

methodologist estimated 95 percent confidence intervals around the odds

ratios. An odds ratio is only an estimate of a relation between variables. The

95 percent confidence interval presents an estimate of the accuracy of the

particular odds ratio obtained. If the confidence interval for a given odds

ratio does not include “1,” then the odds ratio represents a statistically signif-

icant effect at the .05 level. The confidence intervals will generally not be

perfectly symmetrical around an odds ratio because of the distributional prop-

erties of the odds ratio.

After computing the odds ratios and their confidence intervals, the statis-

tical methodologist then converted the odds ratios to cessation percentages

and their 95 percent confidence intervals. Cessation percentages indicate the

estimated long-term smoking cessation rate achieved under the tested treat-

ment or treatment characteristic. The cessation percentage results are approxi-

mate estimates derived from the odds ratio data (Eddy and Hasselblad, 1992).

Therefore, they essentially duplicate the odds ratio results but are presented

because their meaning may be clever for some readers.

How To Read the Data Tables

Table 2 depicts a table of results from one of the meta-analyses reported

in this guideline. This table presents results from the analysis of the effects

of different durations of treatment (in weeks) on outcome (see the section in

Chapter 3, Interventions). In this table, the comparison condition, or “refer-

ence group,” for determining the impact of different treatment durations, was

smokers given brief cessation interventions—ones lasting less than 2 weeks

(all sessions were delivered within a 2-week period). The “Estimated odds
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Table 2. Efficacy of and cessation rates for various durations of

treatment (n = 55 studies)

Duration

Number of

arms
Estimated odds ratio

(95% C.i.)

Estimated cessation rate

(95% C.I.)

< 2 weeks
(reference group)

101 1.0 10.4

2 to < 4 weeks 14 1.6 (1.3-2.0) 15.6 (12.9-18.3)

4-8 weeks 12 1.6 (1.2-2.1) 16.1 (12.4-19.7)

> 8 weeks 15 2.7 (2.2-3.2) 23.8 (20.6-27.1)

ratio” column reveals that treatment groups receiving treatments lasting either

2-4 weeks or 4-8 weeks both had odds ratios of 1.6. In both cases, the odds

ratio indicates a significant effect, because the lower boundary of the confi-

dence interval did not include “1.” Treatments lasting more than 8 weeks had

the largest odds ratio (2.7). This odds ratio means that when a smoker

receives long-duration treatments (greater than 8 weeks), in contrast to treat-

ments lasting fewer than 2 weeks, the likelihood is more than doubled that he

or she will quit smoking. This effect is significant, because the lower confi-

dence interval boundary (2.2) does not include “1.”

The column labeled “Estimated cessation rate” shows the cessation per-

centages for the various treatment durations. For instance, the reference

group conditions (duration less than 2 weeks) in the analyzed data set were

associated with a smoking cessation abstinence rate of 10.4 percent. As sug-

gested by the odds ratio data reviewed above, treatment durations lasting 2-8

weeks produced moderate increases in cessation rates (to about 16 percent),

whereas the longest treatments (greater than 8 weeks) produced substantial

increases (to over 23 percent). The statistical significance of the three longer

treatment durations is indicated by the fact that their confidence intervals do

not overlap the cessation rate produced by the less-than-2-week (reference

group) condition.

TTie column labeled “Number of arms” lists the number of treatment con-

ditions or groups across all analyzed studies that fell within the various

treatment duration categories (e.g., in 15 treatment arms, treatment exceeded

8 weeks). Therefore, this column depicts the number of treatment conditions

or groups relevant to each analyzed category.

Two additional factors deserve to be highlighted regarding the data

tables in this guideline. First, all outcome data (both odds ratios and ces-

sation rates) are based exclusively on studies that provided long-term

followup, defined as quit rates at 5 months or greater followup points.

When quit rates were provided for multiple long-term endpoints, efficacy

data from the endpoint closest to 6 months were used. Second, all outcome
data are based on all studies that met inclusion criteria (see Methodology
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and Limitations subsection above). Therefore, the outcome data in the

tables include studies with “all-comers” (individuals who did not choose to

be part of a smoking cessation intervention) and “self-selected” popula-

tions, as well as studies with and without biochemical confirmation. As
previously mentioned, there were essentially no differences identified when
these comparison populations, or studies with different biochemical confir-

mation statuses, were analyzed separately. Despite the present results,

biochemical confirmation may contribute to the internal validity of con-

trolled clinical trials.

Caveats to Recommendation Use

In applying these guideline recommendations, the reader should note

some caveats. First, an absence of studies should not be confused with a

proof of lack of efficacy. In certain situations, there was little direct evidence

regarding the efficacy of various treatments, and in these cases the panel usu-

ally rendered no opinion.

Moreover, the emphasis of this guideline was to identify efficacious

interventions, not to rank-order interventions in terms of efficacy. The panel

chose not to emphasize comparisons among efficacious interventions for sev-

eral reasons. First, the most important goal of the analytic process was to

identify all of those interventions that are efficacious. Second, selection or

use of particular intervention techniques or strategies is usually a function of

practical influences: time available, training of the clinician, patient prefer-

ence, cost, and so on. The panel believed that clinicians should choose from

among the efficacious interventions those that are feasible given existing cir-

cumstances. An excessive emphasis on relative efficacy might discourage

clinicians from using interventions that have a small, but reliable, impact on

smoking cessation. Finally, data were often inadequate or unavailable to

make adequate statistical comparisons of different types of interventions. For

example, although numerous studies have investigated the efficacy of both

the nicotine patch and nicotine gum relative to placebo treatments, no pub-

lished randomized trials directly compared the efficacy of these two

pharmacotherapies.

Despite a lack of emphasis on the rank-ordering of interventions, some

interventions were so superior to control or no-treatment conditions that the

panel clearly identified them as superior to other intervention. For instance,

although even minimal person-to-person contact can increase smoking cessa-

tion rates over no-treatment conditions, there is little doubt that longer

person-to-person interactions have an even greater impact.
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Eliciting and Addressing Public Opinion

At the start of the second panel meeting, an open forum was held in

Washington, DC, on November 9, 1994, to receive input from the general

public. This open forum meeting was publicized in the Federal Register. A
variety of issues were raised by individuals from many disciplines, including

physicians, nurses, and psychologists; professional groups; individual med-

ical consumers; and other concerned parties. Suggestions from the public

forum were reviewed and incorporated into the guideline when appropriate.

External Review of the Guideline

The panel and AHCPR invited 155 outside reviewers to peer review the

guideline draft. In addition, AHCPR placed a notice in the Federal Register

inviting individuals to review and comment on the draft guideline. A total of

71 reviewers provided comments. Peer reviewers included clinicians, health

care program directors, social workers, counselors, health educators,

researchers with clinical experience, consumers, and key personnel at select-

ed Federal agencies (CDC, National Institute on Drug Abuse, NCI, Food and

Drug Administration [FDA]) among others. Reviewers were asked to evalu-

ate the guideline based on five criteria: validity, reliability, clarity, clinical

applicability, and utility. The reviewers were encouraged to provide addi-

tional conunents. Comments of the peer reviewers were evaluated by the

panel and panel staff and were incorporated into the guideline when appro-

priate.





2
Recommendations for Three
Target Audiences

Primary Care Clinicians

Background

Primary care and other clinicians are uniquely poised to assist patients

who smoke, in that they have extraordinary access to this population. At least

70 percent of smokers see a physician each year and more than 50 percent see

a dentist (Hayward, Meetz, Shapiro, et al., 1989; Tomar, Husten, and Manley,

1996). Moreover, 70 percent of smokers report that they want to quit and

have made at least one self-described serious attempt to quit (CDC, 1994).

Finally, smokers cite a physician’s advice to quit as an important motivator for

attempting to stop (NCI, 1994; Ockene, 1987; Pederson, 1982). The impor-

tance of clinical intervention with patients who use tobacco is highlighted by

its inclusion as a national health goal in Healthy People 2000: National

Health Promotion and Disease Prevention Objectives (DHHS, 1991).

Unfortunately, clinicians are not capitalizing fully on this unique oppor-

tunity. Only about half of current smokers report having ever been asked

about their smoking status or urged to quit (Anda, Remington, Sienko, et al.,

1987; CDC, 1993b; Frank, Winkleby, Altman, et al., 1991). Fewer still have

received specific advice on how to quit smoking successfully.

Why don’t clinicians consistently confront tobacco use among their

patients? Some clinicians’ reluctance to intervene may be attributed, in part,

to time constraints, a perceived lack of skills to be effective in this role, frus-

tration owing to low success rates, or even a belief that smoking cessation is

not an important professional responsibility (Jaen, Stange, and Nutting,

1994). Several changes have been proposed to increase clinicians’ interven-

tion with smokers: (a) health care delivery practices must change so that

smoking cessation interventions are institutionalized, (b) clinicians and their

patients must be reimbursed by insurers for smoking cessation counseling

and pharmacotherapy, (c) clinicians must adjust their goals so that motiva-

tional interventions are offered to smokers who are not yet committed to

quitting (Biener and Abrams, 1991; Curry, Wagner, and Grothaus, 1990;

Prochaska and Goldstein, 1991), and (d) standards of health care delivery

must reflect the health care system’s obligation to intervene in a timely and

appropriate manner with patients who smoke (Fiore and Baker, 1995; Kottke

and Solberg, 1995).

In this section of the guideline, specific recommendations relevant to pri-

mary care clinicians (physicians, nurses, dentists, respiratory therapists, etc.)

are presented. The goals of these recommendations are clear: to change .

clinical culture and practice patterns to ensure that every patient who smokes

is offered treatment. The recommendations in this section are selected from
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among the findings presented in Chapter 3. The recommendations under-

score a central theme: It is essential to provide a brief but effective cessation

intervention for all tobacco users at each clinical visit. Several observations

are relevant to this theme. First, institutional changes in clinical practice are

necessary to ensure that all patients who smoke are identified for intervention

(see section below on Health Care Administrators, Insurers, and Purchasers).

Second, the compelling time limitations on practicing primary care physi-

cians in the United States today (median visit = approximately 12 minutes;

Gilchrist, Miller, Gillanders, et al., 1993) often require brief interventions,

although more intensive interventions produce greater success. Third,

although many smokers are reluctant to seek out intensive cessation programs

(Lichtenstein and Hollis, 1992), they nevertheless can receive treatment every

time they visit any type of clinician.

Training Clinicians To Intervene With Their Patients
Who Smoke

Clinicians must be trained in effective smoking cessation interventions if

these guideline recommendations are to be implemented. The importance of

training is clear in that clinicians report lack of relevant knowledge as a sig-

nificant barrier to intervening with their patients who smoke (Cummings,

Giovino, Sciandra, et al., 1987; Scott and Neighbor, 1985; Wechsler, Levine,

Idelson, et al., 1983).

Training should be directed at clinicians-in-training as well as practicing

clinicians. For clinicians-in-training, most disciplines do not currently pro-

vide training, or require competency, in smoking cessation interventions. For

example, a recent NCI expert panel found that medical schools do not consis-

tently train students in effective smoking cessation interventions (Fiore, Epps,

and Manley, 1994). The panel recommended that a specific curriculum

devoted to smoking cessation be included as part of each medical student’s

education. Similar recommendations would be relevant to virtually all other

clinical disciplines. Training in smoking inter- vention should not only trans-

mit essential treatment skills but also inculcate the belief that smoking

cessation treatment is a standard of good practice (Kottke, Solberg, Brekke,

et al., 1992).

Practicing clinicians would also benefit from continuing education that

addresses smoking cessation. This guideline recommends that clinicians be

reimbursed for smoking cessation treatment and that their intervention activi-

ties be tracked. Either of these policies should foster increased interest in

smoking cessation training among practicing clinicians.

Several factors would promote the training of clinicians to intervene in

smoking cessation activities:

Inclusion of smoking cessation interventions in the required curricula of

all clinical disciplines.

20



Recommendations for Three Target Audiences

Inclusion of questions on effective smoking cessation interventions in

licensing and certification exams for all clinical disciplines.

Adoption by specialty societies of a uniform standard of competence in

smoking cessation intervention for all members.

Finally, clinicians who smoke should participate in an additional type of edu-

cation or training—^they should enter smoking cessation treatment programs in

order to stop smoking permanently. Clinicians have an important role as non-

smoking models for their patients. An encouraging finding has been the dramatic

decrease in smoking rates reported among many types of chnicians. In a recent

report on tobacco-use prevalence by occupation, the rate of smoking was noted to

be 5.5 percent among physicians, 7.4 percent among dentists, 8.7 percent among
physic^ therapists, and 22.0 percent among registered nurses (Nelson, Emont,

Brackbill, et al., 1994). All of these prevalence rates are lower than tobacco-use

rates in the general population. All clinicians who currently smoke should seek

out effective smoking cessation treatments recommended in this guideUne.

Recommendations for Primary Care Clinicians

Recommendations for primary care clinicians are based on the evidence

described in the first four sections of Chapter 3, as well as on panel opinion.

These recommendations assume that office systems will be implemented to

institutionalize smoking cessation assessment and intervention (see section on

Health Care Administrators, Insurers, and Purchasers). They also are

designed to be brief, requiring 3 minutes or less of direct clinician time.

Finally, these recommendations are consistent with those produced by NCI
(Glynn and Manley, 1990) and the American Medical Association (AMA)
(American Medici Association, 1994), as well as others (e.g., Kottke,

Solberg, and Brekke, 1990; Mecklenburg, Christen, Gerbert, et al., 1991).

The AHCPR guideline recommendations emphasize the importance of sys-

tematically identifying all smokers (see For the Primary Care Clinician:

Strategy 1), strongly advising all smokers to quit (see For the Primary Care

Clinician: Strategy 2), and determining patients’ willingness to make a quit

attempt (see For the Primary Care Chnician: Strategy 3). The patient not will-

ing to commit to quitting should receive a motivational intervention to promote

subsequent quit attempts (see Chapter 4, Promoting the Motivation to Quit).

When the patient is willing to make a quit attempt, primary care clinicians may
assist by asking the patient to set a quit date, preparing the patient for the quit

date, encouraging nicotine replacement therapy, providing self-help materials,

and providing key advice (see For the Primary Care Clinician: Strategy 4).

The chnician should refer the patient to intensive treatments when the clinician

views such treatments as appropriate (e.g., if the patient has relapsed repeatedly

following minimal interventions) or if the patient prefers such treatments (see

next section). All patients attempting quitting should have followup contact

scheduled (see For the Primary Care Chnician: Strategy 5).
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For the primary care clinician:

Strategy 1. Ask—systematically identify all tobacco users at every visit

Action Strategies for implementation

Implement an office-

wide system that

ensures that, for

EVERY patient at

EVERY clinic visit,

tobacco-use status

is queried and
documented

Expand the vital signs to include tobacco use.

Data collected by health care team.

Implemented using preprinted progress note paper that

includes the expanded vital signs, a vital signs stamp,

or, for computerized records, includes an item assessing

tobacco-use status.

VITAL SIGNS

Blood Pressure:

Pulse; Weight:

Temperature:

Respiratory Rate;

Tobacco Use: Current Former Never
{circie one)

Alternatives to the vital sign stamp are to place tobacco-

use status stickers on all patient charts or to indicate

smoking status using computer reminder systems.

3 Repeated assessment is not necessary in the case of the adult who has never smoked or not

smoked for many years, and for whom this information is clearly documented in the medical

record.

For the primary care clinician:

Strategy 2. Advise—strongly urge all smokers to quit

Action Strategies for implementation

In a clear, strong,

and personalized

manner, urge every

smoker to quit.

Advice should be;

Clear—“I think it is important for you to quit smoking

now and I will help you.” “Cutting down while you are

ill is not enough.”

Strong—“As your clinician, I need you to know that

quitting smoking is the most important thing you can do

to protect your current and future health.”

Personalized—Tie smoking to current health/illness,

and/or the social and economic costs of tobacco use,

motivation level/readiness to quit, and/or the impact of

smoking on children and others in the household.

Encourage clinic staff to reinforce the cessation message
and support the patient's quit attempt.

22



Recommendations for Three Target Audiences

For the primary care clinician:

Strategy 3. Identify smokers willing to make a quit attempt

Action Strategies for implementation

Ask every smoker if

he or she is willing

to make a quit

attempt at this time.

If the patient is willing to make a quit attempt at this

time, provide assistance (see Strategy 4 for the

Primary Care Clinician).

if the patient prefers a more intensive treatment or the

clinician believes intensive treatment is appropriate,

refer to interventions administered by a smoking
cessation specialist and follow up with the patient

regarding quitting (see Strategy 5 for the Primary Care
Clinician and Chapter 2, second section).

If the patient clearly states he/she is not wiliing to make
a quit attempt at this time, provide a motivational

intervention (see Chapter 4, first section). Also, if the

patient is a member of a special population (e.g.,

adolescent, pregnant smoker, racial/ethnic minority),

additional information is provided in Chapter 5.

Tobacco Cessation Specialists and Programs

Background

Smoking cessation specialists are not defined by their professional affilia-

tion or by the field in which they trained. Rather, the specialist views smoking

cessation as a critical professional role, possesses skills relevant to cessation

activities, and is often affiliated with programs offering intensive cessation

interventions or services (programs with staff dedicated to smoking interven-

tions, where treatment involves multiple counseling sessions, and so on).

Specialists are a vital resource in smoking cessation efforts. For exam-

ple, many effective smoking cessation strategies now widely disseminated

(e.g., skills for coping with urges to smoke) were developed by specialists

conducting intensive intervention programs. As major contributors to cessa-

tion research, specialists exert a cumulative effect greater than their number.

Also, specialists play an important role in service delivery—especially

through the provision of intensive cessation interventions. Some smokers

seek out and prefer the intensive interventions offered by specialists. There

is substantial evidence that such programs produce higher success rates than

do less intensive interventions (as indicated by several findings of the present

guideline). In addition, the cessation interventions offered by specialists are

important because many nonspecialists do not consistently and reliably inter-

vene with smokers.

Although the specialist definitely contributes greatly to smoking cessa-

tion efforts, constraints limit the impact of the specialist’s service delivery

activities. Only a minority of smokers participate in the intensive programs
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For the primary care clinician:

Strategy 4. Assist—aid the patient in quitting

Action Strategies for implementation

Help the patient with

a quit plan.

Set a quit date— Ideally, the quit date should be within

2 weeks, taking patient preference into account.

A patient’s preparations for quitting:

m Inform family, friends, and co-workers of quitting and
request understanding and support.

Remove cigarettes from your environment. Prior to

quitting, avoid smoking in places where you spend a lot

of time (e.g., home, car).

Review previous quit attempts. What helped you?
What led to relapse?

Anticipate challenges to planned quit attempt,

particularly during the critical first few weeks.
These include nicotine withdrawal symptoms.

Encourage nicotine

replacement therapy

except in special

circumstances.

Encourage the use of nicotine patch or nicotine gum
therapy for smoking cessation (see General Strategies 3

and 5 for specific instructions and precautions).

Give key advice on
successful quitting.

Abstinence— Total abstinence is essential. “Not even a
single puff after the quit date.”

Alcohol— Drinking alcohol is highly associated with

relapse. Those who stop smoking should review

their alcohol use and consider limiting/abstaining from

alcohol during the quit process.

Other smokers in the household— The presence of other

smokers in the household, particularly a spouse, is

associated with lower success rates. Patients should

consider quitting with their significant others and/or

developing specific plans to stay quit in a household

where others still smoke.

Provide supplementary

materials.

Sources— Federal agencies, including AHCPR; nonprofit

agencies (ACS, ALA, AHA); or local/State health

departments (see Attachment for details).

Type— Culturally/racially/educationally/age appropriate

for the patient.

Location— Readily available in every clinic office.
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For the primary care clinician:

Strategy 5. Arrange—schedule followup contact

Action Strategies for implementation

Schedule followup

contact, either in

person or via

telephone.

Timing— Followup contact should occur soon after the

quit date, preferably during the first week. A second

followup contact is recommended within the first month.

Schedule further followup contacts as indicated.

Actions during followup visit— Congratulate success.

If smoking occurred, review circumstances and elicit

recommitment to total abstinence. Remind patient that a

lapse can be used as a learning experience. Identify prob-

lems already encountered and anticipate challenges in the

immediate future. Assess nicotine replacement therapy

use and problems. Consider referral to a more intense or

specialized program (see Chapter 4, second section).

typically offered by specialists (Fiore, Novotny, Pierce, et al., 1990). More-

over, not enough resources are available to offer intensive programs to all

smokers wanting to quit. Such considerations suggest that, in the future, the

specialist may contribute to smoking cessation efforts through activities in

addition to service delivery per se, such as the following:

Serving as a resource to nonspecialists who offer smoking cessation

services as part of general health care delivery. This might include

training nonspecialists in counseling strategies, providing consultation on

difficult cases, and providing specialized assessment services.

Developing and evaluating changes in office/clinic procedures that

increase the rates at which smokers are identified and treated.

Conducting evaluation research to determine the effectiveness of ongoing

smoking cessation activities in relevant institutional settings.

Developing and evaluating innovative treatment strategies that increase

the effectiveness of smoking cessation interventions. For example,

“treatment matching” (e.g.. Hall, Munoz, and Reus, 1994; Zelman,

Brandon, Jorenby, et al., 1992), “stepped-care” approaches (Abrams,

Orleans, Niaura, et al., 1993, in press; Orleans, 1993), smoking cessation

interventions for patients with psychiatric comorbidity (Hughes and

Frances, 1995; Hurt, Eberman, Croghan, et al., 1994), the treatment of

severely dependent smokers (Hurt, Dale, Offord, et al., 1992), and

proactive telephone counseling during followup (Zhu, Stretch, Balabanis,

et al., 1996) represent five such innovative approaches.
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Recommendations for Tobacco Cessation Specialists
and Programs

Given that the specialist may assume diverse roles regarding smoking
cessation—treatment, assessment, training of nonspecialists, and program

development and evaluation—it is apparent that virtually all of the informa-

tion in the guideline might be important to the specialist. However,

highlighted in For the Specialist: Strategy 1 are guideline findings that seem
particularly relevant to the specialist’s implementation of intensive cessation

programs. The above findings lead to the following recommendations

regarding intensive smoking cessation programs (see For the Specialist:

Strategy 2). Of course, implementation of these recommendations depends

on factors such as resource availability, time constraints, and so on.

Health Care Administrators, Insurers,

and Purchasers

Background

Although clinical practice guidelines have traditionally focused on the

role of the individual clinician, promoting smoking cessation in the United

States requires a broader approach involving health care delivery administra-

tors, insurers, and purchasers. Why broaden the scope of this document

beyond the individual clinician? Smoking cessation efforts directed solely at

the individual clinician have yielded disappointing results. National data sug-

gest that, in a given visit with a clinician, most smokers are not advised and

assisted with cessation (CDC, 1993b). Factors that contribute to this problem

include failure to (a) include smoking assessment and cessation in the perfor-

mance expectations of clinicians and (b) provide clinicians with an

environment that supports systematic intervention with smokers. Without

supportive systems, policies, and environmental prompts, the individual clini-

cian cannot be counted on to assess and treat tobacco use reliably. In

addition, an increasing number of Americans are receiving their health care in

managed care settings. The structure of managed care environments provides

new opportunities to identify and treat patients who smoke. These factors

indicate that responsibility for smoking cessation treatment must be redistrib-

uted; just as every clinician has a professional responsibility to assess and

treat tobacco users, health care administrators, insurers, and purchasers have

a responsibility to craft policies, provide resources, and display leadership in

fostering smoting cessation efforts.

It is important to emphasize that smoking cessation treatments (both

pharmacotherapy and counseling) are not consistently provided as paid ser-

vices for subscribers of health insurance packages (Group Health Association

of America, 1993), with one survey demonstrating that as few as 11 percent

of health insurance carriers provided coverage for treatment of nicotine
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For the specialist:

Strategy 1. Findings relevant to the specialist's implementation of

intensive cessation programs

There is a strong dose-response relation between counseling intensity and
cessation success. In general, the more intense the cessation intervention, the

greater the rate of smoking cessation. Treatments may be made more intense

by increasing (a) the length of individual treatment sessions and (b) the number
of treatment sessions and number of weeks over which treatment is delivered.

Valid predictors of outcome are available. For instance, high levels of

dependence, psychiatric comorbidity, and low levels of motivation to quit all

predict greater likelihood of relapse. These measures might be used to adjust

treatment intensity, to match patients with particular types of treatment, or for

research purposes.

Many different types of cessation providers (physicians, nurses, dentists, psycholo-

gists, pharmacists, etc.) are effective in increasing rates of smoking cessation, and
involving multiple types of providers appears to enhance cessation rates.

Both individual and group counseling are effective smoking cessation formats.

Particular counseling contents are especially effective. Problem-solving/skills-

training approaches and the provision of intratreatment support are associated

with significant increases in cessation rates, as are aversive smoking techniques

(e.g., rapid smoking).

Pharmacotherapy in the form of nicotine patch or nicotine gum therapy

consistently increases smoking cessation rates regardless of the level of adjuvant

behavioral or psychosocial interventions. Therefore, its use should be encouraged.

Smoking cessation interventions are effective across diverse populations: across

gender, racial, and ethnic groups; across age groups; in pregnant women; etc.

addiction (Gelb, 1985). This lack of coverage is particularly surprising given

that studies have shown that physician counseling against smoking is at least

as cost-effective as several other preventive medical practices, including the

treatment of mild or moderate hypertension or high cholesterol (Cummings,

Rubins, and Oster, 1989). These and other findings resulted in the recent

addition of a new objective to the national health promotion and disease pre-

vention objectives for the year 2000.

Increase to 100 percent the proportion of health plans that offer treatment

of nicotine addiction (e.g., tobacco use cessation counseling by health

care providers, tobacco use cessation classes, prescriptions for nicotine

replacement therapies, and/or other cessation services) (DHHS, 1995).

Cost-Effectiveness of Smoking Cessation Interventions

Smoking cessation treatments are not only clinically effective, they have

economic benefits as well. It is vital that all three audiences targeted in this
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For the specialist:

Strategy 2. Recommendations regarding intensive smoking
cessation programs

Assessment Assessments should determine whether smokers are

motivated to quit smoking via an intensive cessation

program. Other assessments can provide information

useful in counseling (e.g., stress level, presence of

comorbidity; see Chapter 3, Specialized Assessment).

Program clinicians Multiple types of clinicians should be used. One strategy

would be to have a medical/health care clinician deliver

messages about health risks and benefits, and nonmedical

clinicians deliver psychosocial or behavioral interventions.

Program intensity Because of evidence of a strong dose-response relation,

the intensity of the program should be;

Session length— at least 20-30 min in length^

Number of sessions— at least 4-7 sessions

Length in weeks— at least 2 w, preferably more than 8 w

Program format Either individual or group counseling may be used. Use of

adjuvant self-help material is optional. Followup assess-

ment procedures should be used (see Chapter 3).

Counseling content Counseling should involve either or both problem-solving/

skills-training content as well as social support delivered

during treatment sessions (see Chapter 3, subsection on
Content of Smoking Cessation Interventions). In addition,

content should target motivation to quit and relapse

prevention (see Chapter 4).

Pharmacotherapy Except in special circumstances, every smoker should be

offered nicotine replacement.

Encourage the use of nicotine patch or nicotine gum
therapy for smoking cessation (see General Strategies 3

and 5 for specific instructions and precautions).

Population Intensive intervention programs may be used with all

smokers willing to enter such programs.

® Session length of 20-30 min was recommended because most trials of effective smoking

cessation counseling used sessions of at least this length.

guideline recognize that smoking cessation treatments ranging from brief

clinician advice to specialist-delivered intensive programs are cost-effective

in relation to other sorts of medical interventions. Cost-effectiveness analy-

ses (Cummings, Rubin, and Oster, 1989; Eddy, 1981, 1986; Oster, Huse,

Delea, et al., 1986) have shown that smoking cessation treatment compares

quite favorably with routine medical interventions such as the treatment of

hypertension and hypercholesterolemia and preventive interventions such as
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periodic mammography. In fact, Eddy referred to smoking cessation treat-

ment as the “gold standard” of preventive interventions (Eddy, 1992).

Although only a minority of smokers will achieve success in response to

a single application of treatment, clinicians, specialists, and administrators

should not forget or ignore the significant health and economic benefits of

cessation treatments relative to their costs. The cost-effectiveness of guide-

line recommendations for smoking cessation will be addressed in detail in an

ancillary document sponsored by AHCPR.

Recommendations for Health Care Administrators,
Insurers, and Purchasers

Health care dehvery administrators, insurers, and purchasers can promote

tobacco cessation through a systems approach. Purchasers (usually corpora-

tions, companies, or other consortia that purchase health care benefits for a

group of individuals) should consider m^ng tobacco assessment, counsehng,

and treatment a contractual obligation of the health care insurers and/or

providers that sell them services. In addition, health care administrators and

insurers must provide clinicians with assistance to ensure that institutional

changes promoting smoking cessation interventions are universally and system-

atically implemented. A number of institutional policies would facihtate these

interventions:

Implement a tobacco-user identification system in every clinic (see For

Health Care Administrators, Insurers, and Purchasers: Strategy 1).

Provide education, resources, and feedback to promote provider

intervention (see For Health Care Administrators, Insurers, and

Purchasers: Strategy 2).

Dedicate staff to provide smoking cessation treatment identified as

effective in this document and assess the delivery of this treatment in

staff performance evaluations (see For Health Care Administrators,

Insurers, and Purchasers: Strategy 3).

Promote hospital policies that support and provide smoking cessation

services (see For Health Care Administrators, Insurers, and Purch-

asers: Strategy 4).

Include smoking cessation treatment (both pharmacotherapy and

counseling), identified as effective in this guideline, as paid services

for all subscribers of health insurance packages (see For Health Care

Administrators, Insurers, and Purchasers: Strategy 5).

Reimburse fee-for-service clinicians for delivery of effective smoking
cessation treatments and include these interventions among the defined

duties of salaried clinicians (see For Health Care Administrators,

Insurers, and Purchasers: Strategy 6).
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For health care administrators, insurers, and purchasers:

Strategy 1. Implement a tobacco-user identification system in every clinic

Action Strategies for implementation

Implement an office-

wide system that

ensures that, for

EVERY patient at

EVERY clinic visit,

tobacco-use status

is queried and
documented.

Office system change: Expanding the Vital Signs to include

tobacco use (see Strategy 1 for the

Primary Care Clinician).

Responsible staff: Nurse, medical assistant, reception-

ist, or other individual already

responsible for measuring the vital

signs—no additional staff require-

ments. These staff must be
instructed regarding the frequency

and importance of this activity.

Frequency of Every visit for every patient regard-

utilization: less of the reason that brought the

individual to the clinic.® In other

words, whenever health care staff

collect the traditional vital signs data,

they also query and document
tobacco use.

System implemen- Preprint progress note paper or pre-

tation steps: program computer record for every

patient visit to include tobacco use

along with the traditional vital signs.

A vital sign stamp can also be effec-

tive. Alternatives to the vital sign

stamp are to place tobacco-use sta-

tus stickers on all patient charts or

to indicate smoking status using

computer reminder systems.

VITAL SIGNS

Blood Pressure:

Pulse: Weight:

Temperature:

Respiratory Rate:

Tobacco Use: Current Former Never
{circle one)

® Repeated assessment is not necessary in the case of the adult who has never smoked or not

smoked for many years, and for whom this information is clearly documented in the medical

record.
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For health care administrators, insurers, and purchasers:

Strategy 2. Provide education, resources, and feedback to promote
provider intervention

Action Strategies for implementation

Health care systems

should ensure that

clinicians have the

knowledge and training

to treat smoking, that

clinicians and patients

have cessation

resources, and that

clinicians are given

feedback about their

cessation practices.

Educate— On a regular basis, offer lectures/seminars/

in-services with CME and other credit for smoking
cessation treatment.

Resources— Have patient self-help materials, as well as

nicotine replacement “starter kits,” readily available in

every exam room.

Provide feedback— Drawing on data from chart audits,

electronic medical records, computerized patient data-

bases, and so on, evaluate the degree to which clinicians

are identifying, documenting, and treating patients who
smoke, and provide feedback to clinicians about their level

of intervention.

For heaith care administrators, insurers, and purchasers:

Strategy 3. Dedicate staff to provide smoking cessation treatment and
assess the deiivery of this treatment in staff performance evaiuations

Action Strategies for implementation

Clinical sites should

communicate to staff

the importance of

intervening with

smokers and should

designate one staff

person (e.g., nurse,

medical assistant, or

other clinician) to

coordinate and
deliver smoking
cessation treatments.

Communicate to each staff member (e.g., nurse, medical

assistant, or other clinician) his or her responsibilities in the

delivery of smoking cessation services.

Designate a smoking cessation treatment coordinator for

every clinical site.

Delineate the responsibilities of the smoking cessation

coordinator, including instructing patients on the effective

use of cessation treatments (e.g., nicotine replacement

therapy, telephone calls to and from prospective quitters,

and scheduled followup visits, especially in the immediate

post-quit period).
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For health care administrators, insurers, and purchasers:
Strategy 4. Promote hospital policies that support and provide
smoking cessation services

Action Strategies for implementation

Provide smoking
cessation inpatient

consultation services

to all smokers
admitted to a hospi-

tal.

Implement a system to identify and document the tobacco-

use status of all hospitalized patients.

0/fer cessation treatment to all hospitalized patients who
use tobacco

Identify a clinician(s) to deliver smoking cessation inpatient

consultation services for every hospital.

Reimburse providers for smoking cessation inpatient

consultation services.

Expand hospital formularies to include effective smoking
cessation pharmacotherapy such as the nicotine patch

and nicotine gum.

Ensure compliance with JCAHO regulations mandating

that all sections of the hospital be entirely smoke-free.

Educate all hospital staff regarding nicotine withdrawal,

including effective treatments such as nicotine

replacement therapy and counseling.

For health care administrators, insurers, and purchasers:

Strategy 5. Include smoking cessation treatments (both pharmaco-
therapy and counseling), identified as effective in this guideline, as
paid services for all subscribers of health insurance packages

Action Strategies for implementation

Provide all insurance

subscribers coverage
for effective smoking
cessation treatments,

including pharmaco-
therapy (nicotine

replacement therapy)

and counseling.

Cover— Include effective smoking cessation treatments

(both pharmacotherapy and counseling) as part of the

basic benefits package for all individual, group, and HMO
insurance packages.

Evaluate— Include the provision of smoking cessation

treatment as part of “report cards” for managed care

organizations and other insurers [e.g., Health Plan

Employer Data and Information Set (HEDIS)].

Educate— Inform subscribers of the availability of covered

smoking cessation sen/ices and encourage patients to use

these services.
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For health care administrators, insurers, and purchasers:

Strategy 6. Reimburse fee-for-service clinicians for delivery of effective

smoking cessation treatments and include these interventions among
the defined duties of salaried clinicians

Action Strategies for implementation

Reimburse fee-for-

service clinicians

for delivery of

Include smoking cessation treatment as a reimbursable

activity for fee-for-service providers.

effective smoking
cessation treatments;

include smoking
cessation treatments

Inform fee-for-service clinicians that they will be reimbursed

for using effective smoking cessation treatments with every

patient who uses tobacco.

in the defined duties

of salaried clinicians.

Include smoking cessation intervention in the job

description and performance evaluation of salaried clinicians.
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3 Evidence

Background

The recommendations summarized in Chapter 2 are the result of a review

and analysis of the extant tobacco cessation literature. Chapter 3 reports the

results of this review and analysis and describes the efficacy of various treat-

ments, assessments, and strategies for their implementation. This chapter,

therefore, addresses such questions as: Does the professional discipline of

the treatment clinician make a difference in the efficacy of the intervention?

Are physicians, nurses, dentists, psychologists, and health educators all effec-

tive in delivering interventions? Similarly, are minimal interventions, such as

clinician advice to quit smoking, effective or are more intensive interventions

required? Does the duration of an intervention in weeks or the number of

treatment sessions substantially influence efficacy? Which screening strate-

gies result in the reliable identification of.smokers? Are pharmacologic

interventions effective, and if so, which ones? In short, which treatments or

assessments are efficacious and how should they be implemented?

The panel examined the relation between outcomes and 12 major assessment

or treatment characteristics or strategies. These 12 characteristics or strategies,

and the categories within each, are hsted in Table 3. Type of outcome varied

across the different strategies being analyzed. For instance, in the analysis of

strategies for screening for tobacco use, one outcome was the percent of smokers

identified, whereas in the analysis of treatment strategies, the outcome was long-

term smoking cessation (cessation for 5 months or more). The panel analyzed

treatment or assessment strategies that seemed rationally related to efficacy and

that constituted distinct approaches that exist in current chnical practice.

The panel chose categories within strategies according to three major con-

cerns. First, some categories reflected generally accepted dimensions or taxo-

nomies. An example of this is the categorical nature of the clinician types

(physician, psychologist, and so on). Second, information on the category had

to be available in the published literature. Many questions of theoretical interest

had to be abandoned simply because the requisite information was not available.

Third, the category had to occur with sufficient frequency to permit meaningful

statistical analysis. For example, the cut-points of some continuous variables

(e.g.. Intensity of Person-to-Person Contact, Duration of Treatment) were deter-

mined so that relevant studies were apportioned appropriately for statistical

analysis. Information on the coding of articles according to these dimensions is

located in the technical report.

In ideal circumstances, the panel could evaluate each category by consulting

randomized controlled trials relevant to the category in question. Unfortunately,

with the exception of pharmacologic interventions, very few or no randomized

controlled tri^s are specifically designed to address the effects of the various
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Table 3. Analyzed treatment and assessment strategies

Strategies analyzed Categories

Screen for tobacco use No screening system in place

Screening system in place

Advice to quit No advice to quit

Physician advice to quit

Specialized assessment Nicotine dependence
Psychiatric comorbidity

Motivation

Readiness to change
Self-efficacy

Environmental risk

Stress

Clinician interventions No clinician/self-administered

Nonmedical health care provider (e.g., psychologist,

counselor, social worker, graduate student)

Nonphysician medical health care provider (e.g.,

dentist, nurse, health counselor, pharmacist)

Physician

Format No contact

Self-help/self-administered (e.g., pamphlet, audiotape,

video, mailed information, computer program)

Individual counseling/contact

Group counseling/contact

Self-help materials No self-help intervention

Pamphlets/booklets/manuals

Video

Audio

Referral to 12-step program, support group, etc.

List of community programs
Hotline/helpline

Computer program

Intensity of person-to-person

clinical contact

No person-to-person intervention

Minimal contact (longest session < 3 min in duration)

Brief counseling (longest session > 3 min and < 10

min in duration)

Counseling/psychosocial intervention (longest

session > 10 min)

(Table continues on next page)
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Table 3. (continued)

Strategies analyzed Categories

Content of the intervention No person-to-person intervention or minimal contact

General—problem-solving/coping skills/relapse

prevention/stress management approach

Negative affect/depression component
Weight/diet/nutrition component
Exercise/fitness component
Extratreatment social support component
Intratreatment social support intervention

Contingency contracting/instrumental contingencies

Aversive smoking
Cue exposure/extinction

Cigarette fading/smoking reduction prequit

Relaxation/breathing

Motivation

Quit day
Hypnosis

Acupuncture

Duration of the intervention/

number of person-to-person

treatment sessions

Duration of person-to-person treatment in weeks
Number of person-to-person treatment sessions

Pharmacologic interventions No pharmacotherapy

Transdermal nicotine replacement

Nicotine gum
Other nicotine replacement

Clonidine

Antidepressants

Anxiolytics/benzodiazepines

Other pharmacotherapies

Followup assessment and
procedures

Followup cessation intervention

Motivational intervention

Reimbursement for smoking

cessation treatment

Paid services via health insurance/managed care

Reimbursement for clinicians

categories within these treatment or assessment strategies. Moreover, strategy

categories are frequently confounded with one another. For example, compar-

isons among chnicians are almost always confounded with the content, format,

and intensity of the interventions. Psychologists tend to dehver relatively inten-

sive, psychosocial interventions, often in a group format, whereas physicians

tend to dehver brief advice to individuals. More intensive interventions may
result in higher cessation rates, such that psychologists appear to be more effec-

tive in promoting smoking cessation than do physicians, when in fact, the inten-

sity of the intervention rather than the type of clinician may result in higher ces-

sation rates. Therefore, direct, unconfounded comparisons of categories within a

particular strategy were often impossible. These strategies were nevertheless

analyzed because of their cUnical importance and because it was possible to
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reduce confounding by careful selection of studies and by statistical control of

confounding factors.

Panel meta-analyses were used as the primary source of data for evaluat-

ing most strategies. For two topics, however, pharmacotherapies and

interventions for pregnant smokers, high-quality published meta-analyses

already existed and were the primary source of data. Individual articles from

these analyses were evaluated whenever necessary. Details of the meta-

analytic techniques can be found in the technical report.

Some meta-analyses were conducted to evaluate strategies with respect

to the population under study and the type of outcome data used in the study.

The relative efficacy of various treatment characteristics was largely unaf-

fected by differences in the population under study (i.e., all-comers vs.

self-selected analyses) and the type of outcome data (i.e., intent-to-treat vs.

other studies and studies with vs. without biochemical confirmation).

The following sections of Chapter 3 address the 12 treatment and assess-

ment strategies outlined in Table 3. For each strategy analyzed, background

information, clinical recommendations, and the evidentiary basis for those

recommendations are provided.

Screen for Tobacco Use

Recommendation: All patients should be asked if they use tobacco and
should have their tobacco-use status documented on a regular basis.

(Strength of Evidence = A)

Recommendation: Clinic screening systems such as expanding the vital

signs to include smoking status, or the use of smoking status chart stick-

ers, are essential for consistent assessment and documentation of

smoking. (Strength of Evidence = B)

The panel conducted meta-analyses to determine the impact of systems

that screen for smoking on two outcomes: the rate of smoking cessation

intervention by clinicians and the rate of cessation by patients who smoke.

Identifying Smokers: Impact on Clinical Intervention

Nine studies met selection criteria and were analyzed using a random-

effects meta-analysis to assess the impact of screening systems on the rate of

smoking cessation intervention by clinicians. The results of this meta-analy-

sis are shown in Table 4. Implementing clinic systems designed to increase

the assessment and documentation of smoking status markedly increases the

rate at which clinicians intervene with their patients who smoke.

Identifying Smokers: Impact on Smoking Cessation

Three studies met selection criteria and were analyzed using a random-

effects meta-analysis to assess the impact of identifying smokers on actual
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Table 4. Impact of having a smoking status identification system in

piace on rates of clinician intervention with their patients who smoke
(n = 9 studies)

Number Estimated odds ratio Estimated intervention rate

Screening system of arms (95% C.l.) (95% C.l.)

No screening system

in place to identify

smoking status

(reference group)

9 1.0 38.5

Screening system in

place to identify

smoking status

9 3.1 (2.2-4.2) 65.6 (58.3-72.6)

rates of smoking cessation. The results of this meta-analysis are shown in

Table 5. These results suggest that having a clinic system in place that identi-

fies smokers results in higher rates of smoking cessation, although this finding

was not statistically significant and was based on a small number of studies.

Evidence. The following statements support the above recommendations:

Screening systems that systematically identify and document

smoking status result in higher rates of smoking cessation

interventions by clinicians. (Strength of Evidence = A)

Screening systems that systematically identify and document

smoking status appear to result in higher quit rates among patients

who smoke. (Strength of Evidence = C)

Strategy 1 for the Primary Care Clinician and Strategy 1 for Health Care

Administrators, Insurers, and Purchasers detail an approach for including

tobacco-use status as a new vital sign. This approach is designed to produce

consistent assessment and documentation of tobacco use. Evidence from

randomized controlled trials shows that this approach increases the probabili-

Table 5. Impact of having a smoking status identification system in place

on the rates of cessation among patients who smoke (n = 3 studies)

Number Estimated odds ratio Estimated cessation rate

Screening system of arms (95% C.l.) (95% C.l.)

No screening system

in place to identify

smoking status

(reference group)

3 1.0 3.1

Screening system in

place to identify

smoking status

3 2.0 (0.8-4.8) 6.4 (1.3-11.6)
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ty that tobacco use is consistently assessed and documented (Fiore, Jorenby,

Schensky, et al., 1995; Robinson, Laurent, and Little, 1995).

Advice To Quit Smoking

Recommendation: All physicians should strongly advise every patient

who smokes to quit. (Strength of Evidence = A)

Recommendation: All clinicians should strongly advise their patients who
smoke to quit. Although studies have not independently addressed the

impact of advice to quit by all types of nonphysician clinicians, it is reason-

able to believe that such advice is effective. (Strength of Evidence = C)

Nine studies met selection criteria for assessing the efficacy of clinician

advice to quit smoking. For the purpose of this analysis, advice was defined

as clinical intervention lasting 3 minutes or less. Seven of these studies exam-

ined the impact of physician advice, a number sufficient to assess this variable

using meta-analytic techniques. The meta-analysis was unable to address the

impact of advice to quit by other nonphysician clinicians, because only two

studies addressed this issue and were limited to pregnant patients. Results of

the meta-analysis are shown in Table 6. Given the large number of smokers

who visit a clinician each year, the potential public health impact of universal

advice to quit is substantial.

Evidence. The following statements support the above recommendations:

Physician advice to quit smoking increases quit rates compared with

the absence of such advice. (Strength of Evidence = A)

,

Insufficient data exist to assess the efficacy of advice to quit smoking

;|
when the advice is given by nonphysician clinicians. However, it is

II likely that such advice is efficacious. Therefore, all clinicians should

advise their patients who smoke to quit. (Strength of Evidence = C)

Specialized Assessment

Recommendation: Clinicians should routinely assess both the smoking

status of all of their patients and the appropriateness of cessation interven-

tions such as nicotine replacement therapy. (Strength of Evidence = A)

Recommendation: Cessation treatment is effective without specialized

assessments. Clinicians, therefore, should intervene with every patient

who smokes even if specialized assessments are not available. (Strength

of Evidence = A)

Recommendation: Clinicians may engage in specialized assessments in

order to gauge potential for successful quitting. (Strength of Evidence = C)

Every individual entering a health care setting should receive an assess-

ment that determines his or her smoking status and interest in quitting. Such
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Table 6. Efficacy of advice to quit by a ciinician (n = 7 studies)

Number Estimated odds ratio Estimated cessation rate

Advice of arms (95% C.l.) (95% C.l.)

No advice to quit

(reference group)

9 1.0 7.9

Physician

advice to quit

10 1.3 (1.1-1 .6) 10.2 (8.5-12.0)

an assessment is a necessary first step in treatment. In addition, every patient

should be assessed for physical or medical conditions that may affect the use

of planned treatments (e.g., nicotine replacement therapy).

The clinician may also wish to perform speciahzed assessments of individual

and environmental attributes that provide information for tailoring treatment.

Specialized assessments refer to the use of formal instmments (e.g., question-

naires, clinical interviews, or physiologic indices such as carbon monoxide, serum

nicotine/cotinine levels, and/or pulmonary function) that may be associated with

cessation outcome. Some of the variables targeted in specialized assessments that

are associated with differential cessation rates are hsted in Table 7.

Several considerations should be kept in mind regarding the use of spe-

cialized assessments. First, there was little strong or consistent evidence that

a smoker’s status on a specialized assessment predicted the relative efficacy

of the various interventions. The one exception is that persons high in nico-

tine dependence may benefit more from 4 mg as opposed to 2 mg of nicotine

gum (see section in Chapter 3, Smoking Cessation Pharmacotherapy). More

Table 7. Variables associated with iower cessation rates^

Variable Examples

High nicotine

dependence
Smoker reports severe withdrawal during previous

quit attempts

Psychiatric comorbidity Depression, schizophrenia, alcoholism, other

chemical dependency

Low motivation Smoker reports low motivation to quit

Low readiness to change Smoker reports not being ready to quit

Low self-efficacy Smoker reports perceived inability to quit

Environmental risks Other smokers in the home/workplace

High stress level Stressful life circumstances and/or recent, major life

change (e.g., divorce, job change)

3 Although these variables are associated with relatively lower cessation rates, cessation

treatment nevertheless remains effective in the presence of such variables.
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importantly, the panel found that, regardless of their standing on specialized

assessments, all smokers have the potential to benefit from cessation inter-

ventions. Therefore, delivery of cessation interventions should not depend

on specialized assessments. Finally, little consistent research evidence shows
how treatment should be tailored based on the results of these assessments.

However, the panel recognizes that some effective interventions such as gen-

eral problem solving (see section in Chapter 3, Content of Smoking
Cessation Interventions) entail treatment tailoring based on a systematic

assessment of individual patient characteristics.

The reviewed evidence suggested that treatment is effective despite the

presence of risk factors for relapse (e.g., severe previous withdrawal, depres-

sion, other smokers in the home), but quit rates in smokers with these

characteristics tend to be lower than rates in those without these characteristics.

Interventions

Type of Clinician

Recommendation: Smoking cessation interventions delivered by a variety

of clinicians and health care personnel increase cessation rates. Clinician

involvement in smoking cessation interventions should be based on factors

such as access to smokers, level of training, and interest rather than on

membership in a specific professional discipline. (Strength of Evidence = A)

Recommendation: All health care personnel and clinicians should

repeatedly and consistently deliver smoking cessation interventions to

their patients. Smoking cessation interventions should be delivered by as

many clinicians and types of clinicians as is feasible given available

resources. (Strength of Evidence = A)

There were 41 studies that met selection criteria for analyses examining

the effectiveness of various types of providers of smoking cessation interven-

tions. These analyses compared the efficacy of interventions delivered by

specific types of providers and by multiple providers with interventions

where there was no provider (e.g., where there was no intervention or inter-

vention consisted of self-help materials only). Please note that “multiple

providers” refers to the number of different types of providers, not the num-

ber of total providers regardless of type. The latter information was rarely, if

ever, available from the study reports. Results are shown in Table 8.

Evidence. The following statements support the above recommendations:

Smoking cessation interventions delivered by any single type of health

care provider or by multiple providers increase cessation rates relative to

interventions where there is no provider (e.g., self-help interventions).

Results are consistent across diverse provider groups, with no clear

advantage to any single provider type. (Strength of Evidence = A)
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Table 8. Efficacy of and estimated cessation rates for interventions

delivered by various types of providers (n = 41 studies)

Type of provider

Number
of arms

Estimated odds ratio

(95% C.i.)

Estimated cessation rate

(95% C.I.)

No provider

(reference group)

38 1.0 8.2

Multiple providers 14 3.8 (2.6-5.6) 25.5 (18.1-32.7)

Nonmedical health

care provider

(psychologist, social

worker, counselor)

23 1.8 (1 .5-2.2) 14.1 (12.0-16.3)

Physician provider 36 1.5 (1.2-1 .9) 12.0 (9.6-14.3)

Nonphysician

medical health

care provider

(dentist, nurse,

health counselor,

pharmacist)

20 1.4 (1.1-1 .8) 11.5 (9.0-14.0)

Smoking cessation interventions delivered by the following types of

providers or clinicians have been shown to increase cessation rates

relative to interventions where there is no provider: physician

provider (e.g., primary care physician, cardiologist), nonphysician

medical health care provider (e.g., dentist, nurse, health counselor,

pharmacist), and nonmedical health care provider (e.g., psychologist,

social worker, counselor). (Strength of Evidence = A)

Smoking cessation interventions delivered by multiple types of

providers markedly increase cessation rates relative to those

produced by interventions where there is no provider. (Strength of

Evidence = A)

Treatment Formats

Recommendation: To be most effective, smoking cessation interventions

should include either individual or group counseling/contact. (Strength

of Evidence = A)

Twenty-five smdies met selection criteria and were included in the analy-

sis comparing different types of formats for smoking cessation interventions.

Results of this analysis are shown in Table 9.

Evidence. The following statements support the above recommendation:

Smoking cessation interventions delivered by means of self-help

materials appear to increase cessation rates relative to no intervention.

43



Smoking Cessation

Table 9. Efficacy of and estimated cessation rates for various formats
{n = 25 studies)

Format
Number
of arms

Estimated odds ratio

(95% C.l.)

Estimated cessation rate

(95% C.l.)

No intervention

(reference group)

23 1.0 7.6

Self-help 8 1.2 (1.0-1 .6)3 9.3 (7.3-11.4)

Individual

counseling

26 2.2 (1 .9-2.4) 15.1 (13.6-16.5)

Group counseling 15 2.2 (1.6-3.0) 15.3 (11.4- 19.2)

3 Actual 95% lower confidence estimate equals 0.97.

However, their impact is smaller and less certain than that of individual

or group counseling. (Strength of Evidence = B)

Smoking cessation interventions delivered by means of individual

counseling (involving person-to-person contact) increase cessation

rates relative to no intervention. (Strength of Evidence = A)

Smoking cessation interventions delivered by means of group

counseling/contact increase cessation rates relative to no intervention.

(Strength of Evidence = A)

There is insufficient evidence to assess telephone counseling/contact.

Telephone counseling/contact was defined as proactive clinician-initiated

telephone calls. (Compare with “hotline/helpline” [Table 10], which involves

patient-initiated telephone calls.)

Efficacy of Self-Help Treatment Alone

Recommendation: Where feasible, smokers should be provided with

access to support through a telephone hotline/helpline as a self-help

intervention. (Strength of Evidence = B)

Types of Self-Help Intervention. In general, smoking cessation inter-

ventions delivered by means of self-help materials may increase cessation

rates relative to no intervention (Curry, 1993). However, their impact is

smaller and less certain than that of individual or group counseling.

Twelve studies met selection criteria for evaluations of specific types of

self-help materials. These studies involved self-help treatments used by

themselves (with no non-self-help treatment modality). To estimate the effect

of various types of self-help,we included all 12 studies in a single meta-

analysis using a random-effects model (Table 10). In this analysis, the

various types of self-help interventions were compared with a control condi-

tion or reference group in which subjects received no treatment.
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Table 10. Efficacy of and cessation rates for various types of self-help

formats when used alone (n = 12 studies)

Self-help format

Number
of arms

Estimated odds ratio

(95% C.l.)

Estimated cessation rate

(95% C.l.)

No self-help

(reference group)

8 1.0 7.9

Hotline/helpline 3 1.4 (1.1-1 .8) 11.1 (8.7-13.4)

Video- or audiotapes 5 1 .3 (0.6-2.9) 10.9 (3.6- 18.2)

List of community
programs

2 1.1 (0.8-2.5) 8.8 (6.9-10.8)

Pamphlets/booklets/

manuals
22 1.0 (0.8-1 .2) 8.1 (6.7-9.S)

Evidence. The following statements support the above recommendation:

Written self-help materials (pamphlets/booklets/manuals) when used

alone do not increase cessation rates relative to no self-help

materials. (Strength of Evidence = A)

Videotapes and audiotapes when used alone do not increase cessation

rates relative to no self-help materials. However, these methods

deserve further examination because very few studies addressed

these types of self-help materials. (Strength of Evidence = B)

Provision of a list of community programs when used alone does not

increase cessation rates relative to no self-help materials. (Strength

of Evidence = B)

Hotlines/helplines (patient-initiated telephone calls for cessation

counseling or aid) when used alone increase smoking cessation rates

relative to no self-help materials. (Strength of Evidence = B)

No randomized clinical trials that addressed the efficacy of computer

programs for smoking cessation met our selection criteria. Further research

should be done on such innovative approaches to self-help (e.g., computer-

ized, personalized interventions) (Strecher, Kreuter, Den Boer, et al., 1994).

Multiple Types of Self-Help Materials. An additional random-effects

model assessed the efficacy of multiple types of self-help interventions versus

no self-help, as shown in Table 11. These results are based on the 12 self-help

studies, 6 of which contained at least one treatment arm in which subjects

received multiple types of self-help materials (e.g., audiocassette, television

program).

Evidence. The results suggest an increasing effect with an increase in

the number of types of self-help interventions. However, the estimate for

combining three different types of self-help materials is based on a single

study. (Strength of Evidence = C)
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Table 11. Efficacy of multiple types of self-help materials (n = 12 studies)

Number of types of

self-help materials

Number
of arms

Estimated odds ratio

(95% C.l.)

Estimated cessation rate

(95% C.l.)

No self-help 8 1.0 7.9

(reference group)

One type 15 1.0 (0.9-1 .3) 8.1 (6.7-9.6)

Two types 7 1.2 (0.9-1 .6) 9.6 (7.0-12.1)

Three types^ 1 1.9 (1 .2-2.9) 14.5 (8.9-19.1)

a Based on a single study.

Intensity of Person-to-Person Clinical Intervention

Recommendation: There is a strong dose-response relationship between
the intensity of person-to-person contact and successful cessation out-

come. Intensive interventions are more effective and should be used

when resources permit. (Strength of Evidence = A)

Recommendation: Every smoker should be offered at least a minimal or

brief intervention whether or not the smoker is referred to an intensive

intervention. (Strength of Evidence = B)

Fifty-six studies met selection criteria for comparisons among various

intensity levels of person-to-person contact. Whenever possible, intensity

was defined based on the amount of time the clinician spent with a smoker in

a single contact. Minimal-contact interventions were defined as 3 minutes or

" less, brief counseling was defined as greater than 3 minutes to less than or

»|
equal to 10 minutes, and counseling/psychosocial interventions were defined

fl as greater than 10 minutes. Intense interventions could involve multiple

patient-clinician contacts. These levels of person-to-person contact were

compared with a no-contact reference group involving study conditions

where subjects received no person-to-person contact (e.g., self-help-only

conditions). Results are shown in Table 12.

Evidence. The following statements support the above recommendations:

As the intensity level of person-to-person contact increases, efficacy

also increases. (Strength of Evidence = A)

Smoking cessation interventions utilizing counseling/psychosocial

interventions (sessions lasting more than 10 minutes) markedly

increase cessation rates relative to no-contact interventions.

(Strength of Evidence = A)

Smoking cessation interventions utilizing brief counseling (sessions

lasting 3-10 minutes) increase cessation rates over no-contact

interventions. (Strength of Evidence = A)
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Table 12. Efficacy of and cessation rates for various intensity levels of

person-to-person contact (n = 56 studies)

Level of contact

Number
of arms

Estimated odds ratio

(95% C.l.)

Estimated cessation rate

(95% C.l.)

No contact

(reference group)

49 1.0 8.8

Minimal contact

(< 3 min)

14 1.2 (1.0-1.5)a 10.7 (8.9-12.5)

Brief counseling

(> 3 to < 10 min)

26 1.4 (1.2-1 .7) 12.1 (10.0-14.3)

Counseling

(> 10 min)

60 2.4 (2.1-2.7) 18.7 (16.8-20.6)

3 Actual 95% lower confidence estimate equals 1 .03.

Smoking cessation interventions utilizing minimal contact (sessions

lasting less than 3 minutes) increase cessation rates over no-contact

interventions. (Strength of Evidence = B)

Content of Smoking Cessation Interventions

Recommendation: Smoking cessation interventions should help smokers

recognize and cope with problems encountered in quitting (problem

solving/skills training) and should provide social support as part of treat-

ment. (Strength of Evidence = B)

Recommendation: Smoking cessation interventions that use some type

of aversive smoking procedure (rapid smoking, rapid puffing, other

aversive smoking) increase cessation rates and may be used with smokers
who desire such treatment or who have been unsuccessful using other

interventions. (Strength of Evidence = B)

Primary Content Types. Thirty-nine studies met selection criteria for

analyses examining the effectiveness of interventions utilizing various types

of content. Results are shown in Table 13.

Evidence. Three specific content categories yield statistically significant

increases in cessation rates relative to no contact (e.g., untreated control con-

ditions). These categories follow:

1. Smoking cessation interventions including content on general problem

solving (problem solving/skills training/relapse prevention/stress

management) increase cessation rates. (Strength of Evidence = B)

2. Smoking cessation interventions including a supportive component

administered during a smoker’s direct contact with a clinician

(intratreatment social support) increase cessation rates. Please note
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that this refers only to support delivered during direct contact with a

clinician and does not refer to a social support component implemented

outside of this contact, such as attempting to increase social support

in the smoker’s environment. (Strength of Evidence = B)

3. Smoking cessation interventions including aversive smoking procedures

(rapid smoking, rapid puffing, other smoking exposure) increase

cessation rates. (Strength of Evidence = B)

The strength of evidence for the various content categories did not war-

rant an “A” rating for several reasons. First, smoking cessation interventions

rarely used a particular content in isolation. Second, various types of content

tended to be correlated with other treatment characteristics. For instance,

some types of content were more likely to be delivered using a greater num-
ber of sessions across longer time periods. Third, it must be noted that all of

these contents were being compared with no-contact/control conditions.

Therefore, the control conditions in this meta-analysis did not control for

nonspecific or placebo effects of treatment. This further restricted the ability

to attribute efficacy to particular contents, per se.

Smoking cessation counseling interventions that included two content

areas (general problem solving/skills training and intratreatment social sup-

port) were significantly associated with higher smoking cessation rates.

General Strategies 1 and 2 outline elements of problem solving and support-

ive treatments to help the clinician using these treatment components. It

must be noted, however, that these two treatment labels are nonspecific and

include heterogeneous treatment elements. The third content area associated

with superior outcomes was aversive smoking. This involves sessions of

guided smoking where the patient smokes intensively, often to the point of

discomfort or malaise. Some aversive smoking techniques, such as rapid

smoking, may constitute a health risk and should be conducted only with

appropriate medical screening and supervision. Aversive smoking interven-

tions have largely been replaced by nicotine replacement strategies.

Other Content Types—Negative Affect, Cue Exposure, Hypnosis,

Acupuncture. The content areas of acupuncture, hypnosis, negative affect,

and cue exposure were examined separately because too few studies met

selection criteria for inclusion in the primary meta-analysis (reported in Table

13). The efficacy of treatments directed at reduction of negative affect (three

studies) and treatments utilizing cue exposure (four studies) was assessed

through a direct review of relevant studies.

Psychiatric comorbidity and negative affect are risk factors for relapse.

Preliminary but insufficient evidence suggested that cessation rates can be

improved by treatments specifically addressing these issues.

Cue exposure treatment is intended to reduce smoking motivation

through repeated exposure to smoking cues without the opportunity to

smoke. None of the four cue exposure studies found this treatment superior

to comparison treatments. However, these studies all suffered from method-
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Table 1 3. Efficacy of and cessation rates for various types of content

reiative to no-contact arms (n = 39 studies)

Content category

Number
of arms

Estimated odds ratio

(95% C.i.)

Estimated cessation rate

(95% C.I.)

No contact

(reference group)

25 1.0 8.8

Aversive smoking 9 2.1 (1.0-4.2)a 17.5 (7.6-27.2)

Intratreatment social

support

21 1.8 (1.4-2.5) 15.2 (11.3-19.1)

Problem solving/

skills training

57 1.6 (1 .2-2.2) 13.7 (10.3-17.1)

Quit day 30 1 .3 (0.9-2.0) 11.5 (7.4-15.7)

Extratreatment

social support

16 1.3 (0.8-2.0) 11.2 (7.0-15.5)

Motivation 40 1.1 (0.9-1 .5) 9.8 (7.5-12.2)

Weight/diet/nutrition 17 1.1 (0.8-1 .6) 9.8 (6.6-13.0)

Exercise/fitness 8 1.1 (0.6-1 .8) 9.6 (4.8-14.3)

Contingency

contract

13 1 .0 (0.7-1 .6) 9.1 (5.6-12.7)

Relaxation/

breathing

15 0.8 (0.5-1 .3) 7.5 (4.3-10.7)

Cigarette fading 18 0.7 (0.4-1. 1) 6.4 (3.6-13.3)

3 Actual 95% lower confidence estimate equals 1 .04.

ological problems and were based on small samples. Hence, at present it

would be premature to evaluate cue exposure/extinction interventions.

Separate meta-analyses were conducted for the content categories of hyp-

nosis and acupuncture. Only three acceptable studies examined hypnosis.

Because the studies were of poor quality and their results were inconsistent,

the evidence was insufficient to assess the effectiveness of hypnosis.

Similarly, evidence was inadequate to support the efficacy of acupunc-

ture as a smoking cessation treatment. The acupuncture meta-analysis

comparing “active” acupuncture with “control” acupuncture revealed no dif-

ference in efficacy between the two types of procedures, and the odds ratio

for active acupuncture was actually smaller than that of control acupuncture.

These results suggest that any effect of acupuncture might be produced by
factors such as positive expectations about the procedure.

The six studies included in the analysis of acupuncture were examined

individually in order to explore acupuncture efficacy further. Of these six stud-

ies, five involved nonacupuncture control conditions. Two of these showed
acupuncture to be more effective than control conditions, and three showed no

49



Smoking Cessation

General strategy 1. Common elements of problem-solving/
skills-training smoking cessation treatments

Problem-solving
treatment component

Recognition of danger situations—
Identification of events, internal states,

or activities that are thought to increase

the risk of smoking or relapse.

Coping s/c///s—Identification and practice

of coping or problem-solving skills.

Typically, these skills are intended

to cope with danger situations.

Basic information—Provision of basic

information about smoking and
successful quitting.

Examples

Being around other smokers
Being under time pressure

Getting into an argument
Experiencing urges or negative moods
Drinking alcohol

Learning to anticipate and avoid

danger situations

Learning cognitive strategies that will

reduce negative moods
Accomplishing lifestyle changes that

reduce stress, improve quality of life,

or produce pleasure

Learning cognitive and behavioral

activities that distract attention from

smoking urges

The nature/timecourse of withdrawal

The addictive nature of smoking
The fact that any smoking (even a
single puff) increases the likelihood of

full relapse

difference. Therefore, active acupuncture was not consistently more effective

than either placebo/control acupuncture or nonacupuncture control conditions.

The panel concluded that there was relatively little evidence available regard-

ing acupuncture and that the existing evidence was inconclusive.

Person-to-Person Treatment: Duration
and Number of Sessions

Recommendation: In general, the greater the number of weeks over

which person-to-person counseling or treatment is delivered, the more
effective it is. Therefore, the duration of smoking cessation interventions

should last as many weeks as is feasible given available resources.

(Strength of Evidence = A)

Recommendation: Person-to-person treatment delivered over four to

seven sessions appears especially effective in increasing cessation rates.

Therefore, if available resources permit, clinicians should strive to meet

at least four times with quitting smokers. (Strength of Evidence = A)

Duration of Treatment. Fifty-five studies met selection criteria for the

analysis addressing the duration of smoking cessation interventions.
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General strategy 2. Common elements of supportive smoking
cessation treatments

Evidence

Supportive
treatment component Examples

Encourage the patient in the quit attempt. Note that effective cessation

treatments are now available.

Note that half of all people who have
ever smoked, have now quit.

Communicate belief in patient’s ability

to quit.

Communicate caring and concern. Ask about how patient feels about

quitting.

Directly express concern and
willingness to help.

Be open to the patient's expression

of fears of quitting, difficulties

experienced, and ambivalent feelings.

Encourage the patient to talk about

the quitting process.

Ask about:

Reasons the patient wants to quit

Difficulties encountered while quitting

Success the patient has achieved

Concerns or worries about quitting

Provide basic information about

smoking and successful quitting.

The nature/timecourse of withdrawal

The addictive nature of smoking
The fact that any smoking (even a
single puff) increases the likelihood

of full relapse

Duration of treatment was categorized as less than 2 weeks, 2 weeks to less

than 4 weeks, 4 weeks to 8 weeks, and greater than 8 weeks. Less than 2

weeks was used as the reference group. Results are shown in Table 14.

Because the duration of treatment was associated with the intensity of

person-to-person contact (length of treatment sessions), an additional analysis

examined the effect of duration after controlling for intensity of person-to-

person contact. The trend for increasing efficacy with increasing duration

remained after controlling for the intensity of person-to-person contact, but

only the longest duration showed a significant effect (data not shown).

Evidence. The efficacy of a smoking cessation intervention increases

with longer duration of treatment. The duration of treatment independently

contributes to the efficacy of smoking cessation interventions over and above

the contribution of the intensity of person-to-person contact. (Strength of

Evidence = A)

Number of Treatment Sessions. Fifty-five studies involving at least

some person-to-person contact met selection criteria for the analysis addressing

the impact of number of treatment sessions. The number of treatment sessions
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Table 14. Efficacy of and cessation rates for various durations of

person-to-person treatment (n = 55 studies)

Duration

Number
of arms

Estimated odds ratio

(95% C.l.)

Estimated cessation rate

(95% C.l.)

< 2 w 101 1.0 10.4

(reference group)

2 to < 4 w 14 1.6 (1.3-2.0) 15.6(12.9-18.3)

4-8 w 12 1.6 (1.2-2.1) 16.1 (12.4-19.7)

> 8 w 15 2.7 (2.2-3.2) 23.8 (20.6-27.1)

was categorized as one or fewer sessions, two to three sessions, four to seven

sessions, and greater than seven sessions. One or fewer sessions was used as

the reference group. Results are shown in Table 15.

Because number of treatment sessions was associated with the intensity

of person-to-person contact (length of treatment sessions), an additional

analysis that examined the effect of the number of sessions after controlling

for intensity of person-to-person contact was also conducted. Only four to

seven sessions remained statistically significant after controlling for the

intensity of person-to-person contact.

Evidence. Multiple treatment sessions increase smoking cessation rates

over those produced by one or fewer sessions. The evidence suggests that four

to seven sessions may be the most effective range. These results also suggest

that the number of treatment sessions, at least four to seven sessions, contributes

to the efficacy of smoking cessation interventions over and above the contribu-

tion of the intensity of person-to-person contact. (Strength of Evidence = A)

Smoking Cessation Pharmacotherapy

Evaluation of various pharmacotherapies for smoking cessation was con-

ducted using several sources of information. For transdermal nicotine and

nicotine gum, several high-quality published meta-analyses were available.

Table 15. Efficacy of and cessation rates for number of person-to-

person treatment sessions (n = 55 studies)

Number of

sessions

Number
of arms

Estimated odds ratio

(95% C.l.)

Estimated cessation rate

(95% C.l.)

< 1 session

(reference group)

96 1.0 10.4

2-3 sessions 15 2.0 (1 .6-2.4) 18.8 (15.8-21.9)

4-7 sessions 25 2.5 (2.2-2.9) 22.6 (19.9-25.3)

> 7 sessions 12 1.7 M.2-2.5) 16.7 (11.4-22.0)
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For clonidine, sources of information were an existing published meta-

analysis, a meta-analysis conducted by guideline staff, and examination of

individual studies. For all other pharmacotherapies, the source of informa-

tion was examination of individual studies.

Recommendation: Patients should be encouraged to use nicotine

replacement therapy (patch or gum) for smoking cessation except in the

presence of special circumstances (see General Strategies 3 and 5).

(Strength of Evidence = A)

Recommendation: Transdermal nicotine (the nicotine patch) is an efH-

cacious smoking cessation treatment that patients should be encouraged

to use. The nicotine patch is effective across diverse settings and popula-

tions and when used with a variety of psychosocial interventions.

(Strength of Evidence = A)

Recommendation: Nicotine gum is an efficacious smoking cessation treat-

ment that patients should be encouraged to use. (Strength of Evidence = A)

Transdermal Nicotine (the nicotine patch). Five meta-analyses of the

efficacy of the nicotine patch have been published (Fiore, Smith, Jorenby, et

al., 1994; Gourlay, 1994; Po, 1993; Silagy, Mant, Fowler, et al., 1994; Tang,

Law, and Wald, 1994). The primary results of these meta-analyses are sum-

marized in Table 16. Suggestions regarding clinical use of the nicotine patch

are provided in General Strategies 3 and 4. General Strategy 4 suggests cri-

teria for the use of nicotine replacement therapy.

Evidence. The following statements are based on published meta-analy-

ses and panel opinion:

Transdermal nicotine approximately doubles 6- to 12-month

abstinence rates over those produced by placebo interventions. Five

meta-analyses have concluded that the nicotine patch is a highly

effective aid to smoking cessation. (Strength of Evidence = A)

Transdermal nicotine is consistently more efficacious than placebo

treatment regardless of the intensity of any adjuvant psychosocial

interventions. However, intensive psychosocial interventions

increase absolute abstinence rates among individuals given either

placebo or active patch treatment. (Strength of Evidence = A)

Patients are more likely to comply with transdermal nicotine instmctions

than with nicotine gum instructions. (Strength of Evidence = C)

Nicotine Gum. More than 50 studies on the efficacy of nicotine gum
have been published, making nicotine gum by far the most extensively inves-

tigated pharmacologic treatment for smoking cessation. This body of

research has now been summarized by four major meta-analyses (Cepeda-

Benito, 1993; Lam, Sze, Sacks, et al., 1987; Silagy, Mant, Fowler, et al..

53



Smoking Cessation

Table 16. Summary of nicotine patch meta-analyses efficacy results

(n = 5 meta-anaiyses)

Meta-analysis

Followup
timepoint

Number of

trials Efficacy measure^

Po (1993) 6 mo 8 O.R. = 2.3

Gourlay (1994) 6 mo 6 O.R. = 2.2

Tang, Law, and Wald

(1994)

12 mo 6 S.l. = 9%

Silagy, Mant, Fowler,

et al. (1994)

12 mo 9 O.R. = 2.1

Fiore, Smith, Jorenby,

et al. (1994)

6 mo 16 O.R. = 2.6

a For all of the meta-analyses, the increase in cessation was reported using the odds ratio

(O.R.) statistic, with the exception of the Tang meta-analysis, which used a success increment

(S.l.) (active abstinence rate-control abstinence rate). All meta-analyses used an active

versus placebo patch comparison.

1994; Tang, Law, and Wald, 1994). Primary results of the three most recent

nicotine gum meta-analyses are summarized in Table 17.

Evidence. The following statements are based on published meta-analy-

ses and panel opinion:

Nicotine gum improves smoking cessation rates by approximately

40-60 percent compared with control interventions tWugh 12

months of followup.

Three meta-analyses found the gum to be efficacious in assisting

smokers to quit, and this improvement is observed in both self-

referred and unselected populations. (Strength of Evidence = A)

Nicotine gum is consistently more efficacious than control interventions

regardless of the intensity of any adjuvant psychosocial intervention,

although efficacy is greater when combined with an intensive

psychosocial intervention. (Strength of Evidence = B)

The 4-mg gum is more efficacious than the 2-mg gum as an aid to

smoking cessation in highly dependent smokers. (Strength of

Evidence = B)

Although nicotine chewing gum is an efficacious smoking cessation

treatment, problems with compliance, ease of use, social acceptability, and

unpleasant taste have been noted by investigators. Because transdermal nico-

tine replacement is not associated with these problems, the patch may be

more acceptable for most smokers. General Strategy 4 contains guidelines

for the differential recommendation of the nicotine patch and nicotine gum.
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General strategy 3. Suggestions on the clinical use of the nicotine patch

Patient selection Appropriate as a primary pharmacotherapy for smoking cessation.

For suggestions regarding use in special populations, see
General Strategy 4.

Precautions Pregnancy— Pregnant smokers should first be encouraged to

attempt cessation without pharmacologic treatment. The nicotine

patch should be used during pregnancy only if the increased

likelihood of smoking cessation, with its potential benefits, out-

weighs the risk of nicotine replacement and potential concomitant

smoking. Similar factors should be considered in lactating women.

Cardiovascular diseases— Although not an independent risk

factor for acute myocardial events, the nicotine patch should be
used only after consideration of risks and benefits among partic-

ular cardiovascular patient groups: those in the immediate (with-

in 4 weeks) postmyocardial infarction period, those with serious

arrhythmias, and those with severe or worsening angina pectoris.

Skin reactions— Up to 50% of patients using the nicotine patch

will have a local skin reaction. Skin reactions are usually mild

and self-limiting, but may worsen over the course of therapy.

Local treatment with hydrocortisone cream (5%) or triamci-

nolone cream (.5%) and rotating patch sites may ameliorate

such local reactions. In less than 5% of patients do such
reactions require the discontinuation of nicotine patch treatment.

Dosage Treatment of 8 weeks or less has been shown to be as efficacious

as longer treatment periods (Fiore, Smith, Jorenby, et al., 1994).

Based on this finding, the following treatment schedules are sug-

gested as reasonable for most smokers. Clinicians should consult

the package insert for other treatment suggestions. Finally, clini-

cians should consider individualizing treatment based on specific

patient characteristics, such as previous experience with the

patch, amount smoked, degree of addictiveness, etc.®

Brand Duration Dosage
Nicoderm 4 weeks 21 mg/24 hours
and Habitrol then 2 weeks 14 mg/24 hours

then 2 weeks 7 mg/24 hours

Prostep 4 weeks 22 mg/24 hours

then 4 weeks 11 mg/24 hours

Nicotrol 4 weeks 1 5 mg/1 6 hours
then 2 weeks 1 0 mg/1 6 hours
then 2 weeks 5 mg/16 hours

Prescribing

instructions

No smoking while using the patch.

Location— At the start of each day, the patient should place a
new patch on a relatively hairless location between the neck
and waist.

Activities— No restrictions while using the patch.

7/me— Patches should be applied as soon as patients waken
on their quit day.

® These dosage recommendations are based on a review of the published research literature

and do not necessarily conform to packet insert information.
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General strategy 4. Clinical guidelines for prescribing nicotine

replacement products

Who should receive nicotine

replacement?

Available research shows that nicotine replacement

generally increases rates of smoking cessation.

Therefore, except in the presence of serious

medical precautions, the clinician should encourage
the use of nicotine replacement with patients who
smoke. Little research is available on the use of

nicotine replacement with light smokers (e.g., those

smoking 10-15 cigarettes/day or less). If nicotine

replacement is to be used with light smokers, a

lower starting dose of the nicotine patch or

nicotine gum should be considered.

Should nicotine replacement

therapy be tailored to the

individual smoker?

Research does not support the tailoring of nicotine

patch therapy (except with light smokers as noted

above). Patients should be prescribed the patch

dosages outlined in General Strategy 3.

Research supports tailoring nicotine gum treatment.

Specifically, 4-mg gum, as opposed to 2-mg gum,
can be used with patients who are highly dependent

on nicotine (e.g., those smoking more than 20
cigarettes/day, those who smoke within 30 minutes

of awakening, and those who report that it is difficult

to refrain from smoking where it is forbidden; see

Heatherton, Kozlowski, Frecker, et al., 1991).

Clinicians may also recommend the higher gum
dosage if patients request it or have failed to quit

using the 2-mg gum.

Should patients be
encouraged to use the

nicotine patch or nicotine gum?

Although both pharmacotherapies are efficacious,

nicotine patch therapy is preferable for routine

clinical use. This preference is based on the

following comparisons with nicotine gum therapy:

Nicotine patch therapy is associated with

fewer compliance problems that interfere

with effective use.

Nicotine patch therapy requires less

clinician time and effort to train patients in

its effective use.

The following factors support the use of

nicotine gum:

Patient preference.

Previous failure with the nicotine patch.

Contraindications specific to nicotine patch

use (e.g., severe skin reactions).

Most side effects of gum use are relatively mild and transient, and many

can be resolved by simply correcting the user’s chewing technique. Some
patients may desire to continue nicotine replacement therapy for periods longer
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Table 17. Summary of nicotine gum meta-analyses^ (n = 3 meta-
analyses)^

Meta-analysis
Percent abstinent (12 mo) Odds ratio

(95% C.l.)
Active gum Control‘S

Cepeda-Benito (1993) 16.9 12.5 1.4 (1.4-1 .4)6

Tang, Law, and
Wald (1994)

17.9 12.8 1.5 (1.4-1 .5)

Silagy, Mant, Fowler,

et al. (1994)

18.2d 10.6 1.6 (1.5-1 .8)

® In general, these meta-analyses reported treatment outcome effects as a function of control

variables such as counseling intensity, patient recruitment methods, gum dosage, and nicotine

dependence. One clear finding was that nicotine gum effect sizes are larger when gum is

used in the context of intensive psychosocial therapy than when used with brief therapy. For

ease of presentation, only overall effect sizes from each analysis are tabled. In cases where
no overall value was presented in the original report, average effect sizes were estimated from

data provided.

Data from Lam, Sze, Sacks, et al. (1987) are omitted because this older meta-analysis

included only nine nicotine gum studies, which were included in the later meta-analyses.
^ Control groups are a mixture of placebo and no-gum conditions.

This estimate includes data from seven studies involving the 4-mg gum and thus may be
biased upward,

e (1.41-1.43).

than usually recommended. For instance, studies suggest that when patients

are given free access to nicotine gum, 15-20 percent of successful abstainers

continue to use the gum for a year or longer (Hajek, Jackson, and Belcher,

1988; Hughes, Wadland, Fenwick, et al, 1991). Although weaning should be

encouraged, continued use of nicotine replacement is clearly preferable to a

return to smoking with respect to health consequences. This is because, unlike

smoking, nicotine replacement products do not (a) contain nonnicotine toxic

substances (e.g., “tar”), (b) produce dramatic surges in blood nicotine levels,

and (c) produce strong dependence (Henningfield, 1995). Suggestions regard-

ing the chnical use of nicotine gum are provided in General Strategy 5.

Other Nicotine Repiacement Interventions. Two new nicotine replace-

ment interventions, a nicotine nasal spray and a nicotine inhaler, have been

developed and tested. Pubhshed data on these products are limited, but studies

demonstrate a significant benefit compared with placebo interventions (Hjal-

marson, Franzon, Westin, et al., 1994; Sutherland, Stapleton, Russell, et al., 1992;

Tonnesen, Norregaard, Mikkelsen, et al., 1993). At present, these products are

not hcensed for prescription use in the United States, and there are hmited data

regarding their use. Therefore, the panel drew no conclusions about their effica-

cy and made no recommendations regarding their use. [A5 this guideline went to

press, nicotine nasal spray was approvedfor use in the United States by the

FDA]
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General strategy 5. Suggestions for the clinical use of nicotine gum

Patient selection Appropriate as a primary pharmacotherapy for smoking cessation.

For suggestions regarding use in special populations, see
General Strategy 4.

Precautions Pregnancy—Pregnant smokers should first be encouraged to

attempt cessation without pharmacologic treatment. Nicotine

gum should be used during pregnancy only if the increased

likelihood of smoking cessation, with its potential benefits, out-

weighs the risk of nicotine replacement and potential concomitant
smoking.

Cardiovascular of/seases—Although not an independent risk

factor for acute myocardial events, nicotine gum should be used
only after consideration of risks and benefits among particular

cardiovascular patient groups: those in the immediate (within 4
weeks) postmyocardial infarction period, those with serious

arrhythmias, and those with severe or worsening angina pectoris.

Side effects—Common side effects of nicotine chewing gum
include mouth soreness, hiccups, dyspepsia, and jaw ache.

These effects are generally mild and transient, and can often be
alleviated by correcting the patients’ chewing technique (see

Prescribing instructions below).

Dosage Nicotine gum is available in 2-mg and 4-mg (per piece) doses.

Patients should be prescribed the 2-mg gum except in special

circumstances outlined in General Strategy 4. The gum is most
commonly prescribed for the first few months of a quit attempt.

Clinicians should tailor the duration of therapy to fit the needs of

each patient. Patients using the 2-mg strength should use not

more than 30 pieces/day, whereas those using the 4-mg strength

should not exceed 20 pieces/day. (Information on tailoring

the dose of nicotine gum is presented in General Strategy 4.)

Prescribing

instructions

No smoking while using the gum.

Chewing technique—Gum should be chewed slowly until a
“peppery” taste emerges, then “parked” between cheek and gum
to facilitate nicotine absorption through the oral mucosa. Gum
should be slowly and intermittently “chewed and parked" for

about 30 minutes.

Absorption— Acidic beverages (e.g., coffee, juices, soft drinks)

interfere with the buccal absorption of nicotine, so eating and
drinking anything except water should be avoided for 15 minutes

before and during chewing.

Scheduling of dose— Patients often do not use enough gum to

get the maximum benefit: they chew too few pieces per day and
they do not use the gum for a sufficient number of weeks.
Instructions to chew the gum on a fixed schedule (at least one
piece every 1-2 hours) for at least 1-3 months may be more
beneficial than ad lib use.
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Over-the-Counter Nicotine Repiacement Therapy. The FDA approved

nicotine gum for over-the-counter (OTC) use in April 1996, and the nicotine

patch may be approved for OTC use by the end of 1996. Although the OTC
status of these medications will no doubt increase their availability, this does

not reduce the clinician's essential responsibility to intervene with smokers.

Once OTC nicotine replacement products are available, the clinician will also

continue to have specific responsibilities regarding these products, such as

encouraging their use when appropriate, providing counseling, and offering

instruction on appropriate use. In addition, the clinician may advise patients

regarding the use of an OTC product versus a non-OTC product such as a

new nicotine replacement treatment or antidepressant therapy.

!
Clonidine. Evidence for the efficacy of clonidine as a smoking cessation

I

intervention was derived from an examination of individual studies, a pub-

I

lished meta-analysis, and a fixed-effect meta-analysis conducted by guideline

staff that examined clonidine use in women only. The use of a fixed-effects

model, opposed to a random-effects model, is a departure from the typical

guideline analytic strategy. The fixed-effects meta-analysis was used because

5^
of the very small number of studies available for analysis and the different

I

statistical assumptions of the two models (see the technical report).

Evidence. There is little support for the use of clonidine either as a pri-

mary or as an adjunctive pharmacologic treatment for smoking eessation.

I

(Strength of Evidence = B)

Seven chnical trials on clonidine were identified in the initial literature

review, but only two fulfilled selection criteria for meta-analysis. Based on

these two studies, the guideline meta-analysis suggested that clonidine may be

effective with female patients (odds ratio = 3.0, 95 percent C.I. = 1.5-5.9). T
However, no recommendations were made with respect to clonidine because of

^

the following concerns. First, of the seven trials examining the effectiveness of ^

clonidine for smoking cessation, only two provided adequate long-term fol-

I' lowup information. Second, only three of the seven clonidine studies presented

' results by gender, and only two of these three met meta-analytic selection crite-

ria. Thus, the success of elonidine among women may be the reason for the

presentation of results by gender in these studies; that is, there may be a selec-

tion bias. Finally, side effects are common with clonidine use, and as many as

25 percent of patients may diseontinue clonidine therapy for this reason.

Antidepressants. Smoking is signifieantly more prevalent among indi-

I

viduals with a history of depression, and these individuals have more
diffieulty quitting smoking than do smokers without a history of depression

(Anda, Williamson, Escobedo, et al., 1990; Breslau, Kilbey, and Andreski,

1992; Glassman, Helzer, Covey, et al., 1990). Some trials have investigated

the use of antidepressants for smoking cessation, but no published articles

met selection criteria for review. Beeause of a paucity of data, the panel

drew no eonclusions about antidepressant therapy for smoking cessation.

i
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Anxiolytics/Benzodiazepines. A few trials have evaluated anxiolytics

as a treatment for smoking cessation. Individual trials of propranolol (a beta-

blocker) and diazepam did not reveal a beneficial effect for these drugs

compared with control interventions. Only one study using an anxiolytic

(buspirone) revealed evidence of efficacy in smoking cessation. Because of a

lack of data, no conclusion was drawn regarding the efficacy of anxiolytics in

smoking cessation.

Silver Acetate. The three randomized clinical trials of silver acetate that

met selection criteria revealed no beneficial effects for smoking cessation.

Evidence. The use of silver acetate as either a primary or an adjunctive

treatment for smoking cessation was not supported. (Strength of Evidence = B)

Followup Assessment and Procedures

Recommendation: All patients who receive an intervention should be

assessed for abstinence at the completion of treatment or during subse-

quent clinic visits. (1) for abstinent patients, all should receive relapse

prevention treatment (see section in Chapter 4, Relapse Prevention).

(2) For patients who have relapsed, assess their willingness to quit

(Strength of Evidence = C):

If willing to quit, provide or arrange an additional intervention

(see section in Chapter 3, Interventions).

If not willing to quit at the current time, provide an intervention

designed to promote the motivation to quit (see section in

Chapter 4, Promoting the Motivation to Quit).

All patients should be assessed with respect to their smoking status at

least at the completion of treatment. Additional assessments within the first

2 weeks of quitting should also be considered (Kenford, Fiore, Jorenby, et

al., 1994). Abstinent patients should receive relapse prevention treatment

(see General Strategy 8) including reinforcement for their decision to quit,

congratulations on their success at quitting, and encouragement to remain

abstinent. Clinicians should also inquire about current and future threats to

abstinence and provide appropriate suggestions for coping with these threats.

Patients who have relapsed should be assessed for their willingness to

quit. Patients who are currently motivated to make another quit attempt

should be provided with an intervention (see section in Chapter 3,

Interventions). Clinicians may wish to increase the intensity of psychosocial

treatment at this time or refer the patient to a smoking cessation specialist/

program for a more intensive treatment if the patient is willing. In addition,

nicotine replacement should be offered to the patient. If the previous cessa-

tion attempt included nicotine replacement, the clinician should review

whether the patient used these medications in an effective manner and con-

sider use of another form (see General Strategies 3 and 5).
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Patients who are unwilling to quit at the current time should receive a

brief intervention designed to promote the motivation to quit (see General

Strategy 6).

Reimbursement for Smoking Cessation Treatment

Recommendation: Smoking cessation treatments (both pharmacotherapy
and counseling) should be provided as paid services for subscribers of

health insurance/managed care. (Strength of Evidence = C)

Recommendation: Clinicians should be reimbursed for delivering effec-

tive smoking cessation treatments. (Strength of Evidence = C)

Primary care clinicians frequently cite insufficient insurance reimburse-

ment as a barrier to the provision of preventive services such as smoking

cessation treatment (Henry, Ogle, and Snellman, 1987; Orleans, Schoenbach,

Salmon, et al., 1989). Insurance coverage has been shown to increase rates of

cessation services utilization and therefore increase rates of quitting. For

example, the presence of prepaid or discounted prescription drug benefits

increases patients’ receipt of nicotine gum, the duration of gum use (Johnson,

Hollis, Stevens, et al., 1991), and smoking cessation rates (Cox and McKenna,

1990; Hughes, Wadland, Fenwick, et al., 1991). In addition, an 8-year insur-

ance industry study found that reimbursing physicians for provision of

preventive care resulted in reported increases in exercise, seat belt use, and

weight loss, as well as decreased alcohol use and a trend (because of small

sample size) toward decreased smoking (Logsdon, Lazaro, and Meier, 1989).
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4
Promoting the Motivation To Quit
and Preventing Relapse

Promoting the Motivation To Quit

Recommendation: For patients not willing to initiate a quit attempt at

the time of their health care visit, clinicians should engage in a brief

intervention designed to promote motivation to quit. (Strength of

Evidence = C)

Enhancing the motivation to quit requires some initial steps described in

detail earlier in this guideline. Specifically, patients entering a health care

setting should have their smoking status assessed regularly. As a result of a

systematic, institutionalized assessment of smoking status, clinicians should

advise all smokers to quit and assist those willing to make a quit attempt.

Despite receiving a clinician’s advice to quit smoking, many patients are

not willing to make a commitment to quit. These patients may be unin-

formed, concerned about the effects of quitting, or demoralized because of

previous relapse. Such patients may respond to a motivational intervention.

Motivational interventions are characterized by the “4 Rs”; relevance, risks,

rewards, and repetition. Clinical components of the 4 Rs are shown in

General Strategy 6. Finally, some patients may be discouraged by previous

relapses. These patients should be informed that most smokers make
repeated cessation attempts before achieving long-term abstinence.

Relapse Prevention

Recommendation: When clinicians encounter a recent quitter, they

should reinforce the patient’s decision to quit, review the benefits of quit-

ting, and assist the patient in resolving any residual problems arising

from quitting. (Strength of Evidence = C)

Although most relapse occurs early in the quitting process (Kenford,

Fiore, Jorenby, et al., 1994), some relapse occurs months or even years after

the quit date (Hatziandreu, Pierce, Lefkopoulou, et al., 1990). Therefore, clin-

icians should engage in relapse prevention interventions designed to reduce

the long-term risks of relapse (Brandon, Tiffany, and Baker, 1986).

Interventions should be delivered to former smokers who no longer consider

themselves actively engaged in the quitting process. (For information on how
to reduce relapse risk among those actively engaged in quitting, see General

Strategies 1 and 2.)

Relapse prevention interventions can be delivered by means of either

prearranged telephone calls or clinic visits, or any time the clinician encoun-

ters an ex-smoker. It is vital that a systematic, institutionalized mechanism
be in place to identify ex-smokers, because that is a necessary first step in

delivering relapse prevention messages.
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General strategy 6. Components of clinical interventions designed to

enhance motivation to quit smoking: the “4 Rs”

Relevance Motivational information given to a patient has the greatest impact if it

is relevant to a patient’s disease status, family or social situation (e.g.,

having children in the home), health concerns, age, gender, and other

important patient characteristics (e.g., prior quitting experience).

Risks The clinician should ask the patient to identify the potential negative

consequences of smoking. The clinician may suggest and highlight

those that seem most relevant to the patient. The clinician should

emphasize that smoking low-tar/low-nicotine cigarettes or use of other

forms of tobacco (e.g., smokeless tobacco, cigars, pipes) will not elimi-

nate these risks. Examples of risks follow;

Acute risks: Shortness of breath, exacerbation of asthma,

impotence, infertility, increased serum carbon monoxide.

Long-term risks: Heart attacks and strokes, lung and other

cancers (larynx, oral cavity, pharynx, esophagus, pancreas,

bladder, cervix, leukemia), chronic obstructive pulmonary
diseases (chronic bronchitis and emphysema).
Environmental risks: Increased risk of lung cancer in spouse
and children; higher rates of smoking by children of smokers;

increased risk for SIDS, asthma, middle ear disease, and
respiratory infections in children of smokers.

Rewards The clinician should ask the patient to identify the potential benefits of

quitting smoking. The clinician may suggest and highlight those that

seem most relevant to the patient. Examples of rewards follow:

Improved health

Food will taste better

Improved sense of smell

Save money
Feel better about yourself

Home, car, breath will smell better

Can stop worrying about quitting

Set a good example for kids

Have healthy babies and children

Not worry about exposing others to smoke
Feel better physically

Freedom from addiction

Perform better in sports

Repetition The motivational intervention should be repeated every time an

unmotivated patient visits the clinic setting.

Relapse prevention interventions can be divided into two categories:

minimal practice and prescriptive interventions.

Minimal Practice

Minimal relapse prevention interventions should be part of every primary

care encounter with a patient who has recently quit (General Strategy 7).
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General strategy 7. Components of minimal practice relapse preven-

tion interventions

1 . Every ex-smoker undergoing relapse prevention should receive congratulations,

encouragement, and a statement of concern on the part of the clinician that the

patient remain abstinent.

2. The clinician should encourage the patient’s active discussion of the topics listed

below. The clinician should ask the patient open-ended questions designed to

initiate the patient’s problem solving on these topics (e.g., How has stopping

smoking helped you?):

The benefits, including potential health benefits, the patient may
derive from cessation.

Any success the patient has had in quitting (duration of abstinence,

reduction in withdrawal, etc.).

The problems encountered or anticipated in maintaining

abstinence (e.g., depression, weight gain).

Anticipated problems or threats to maintaining abstinence.

Because most relapse occurs within the first 3 months after quitting, relapse

prevention is especially appropriate during this period (DHHS, 1994).

Relapse prevention activities can easily be incorporated into cessation treat-

ments such as problem-solving counseling (see General Strategy 1).

Prescriptive Interventions

These relapse prevention components are individualized based on infor-

mation obtained about problems the patient has encountered in maintaining

abstinence (General Strategy 8). These more intensive relapse prevention

interventions may be delivered through primary care or through a specialized

clinic or program.
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General strategy 8. Components of prescriptive relapse prevention
interventions

During relapse prevention, an inquiry about problems encountered in maintaining

abstinence might lead the clinician to make recommendations or offer treatment

designed to address specific problems reported by the patient. Specific problems
likely to be reported by patients and potential responses follow:

Weight gain—The clinician might make dietary, exercise, or lifestyle recommenda-
tions, or might refer the patient to a specialist or program. The patient can be
reassured that some weight gain after quitting is common and that significant

dietary restrictions soon after quitting may be counterproductive.

Negative mood or depression—If significant, the clinician might prescribe appropri-

ate medications or refer the patient to a specialist.

Prolonged withdrawal symptoms— \t the patient reports prolonged craving or other

withdrawal symptoms, the clinician might consider extending nicotine replacement

therapy.

Lack of support for cessation—The clinician might schedule followup phone calls

with the patient, help the patient identify sources of support within his/her environ-

ment, or refer the patient to an appropriate organization that offers cessation

counseling or support.
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Background

Many factors could potentially affect the choice, delivery, and efficacy of

cessation interventions. This possibility raises numerous questions. For

instance, should interventions be tailored or modified on the basis of gender,

age, or hospitalization status? Should pregnant smokers receive nicotine

replacement therapy? Do smoking cessation interventions work with smoke-

less tobacco users? How do cessation and intervention affect weight, and

should treatment be modified with those effects in mind? These special

issues are considered in this chapter. It is important to note that many health

care specialties can have a key role in addressing these issues (e.g., obstetrics

and family practice for pregnant smokers; gynecology and family practice for

preconceptional counseling and general health maintenance; pediatrics for

children and adolescents; internal medicine (including cardiology, pul-

monology, and oncology) and family practice for hospitalized patients; and

dentistry and orthodonture for smokeless tobacco users).

Gender

Recommendation: The same smoking cessation treatments are effective

for both men and women. Therefore, the same interventions can be used

with both sexes. (Strength of Evidence = B)

One important question regarding quitting smoking is whether men and

women should receive different cessation interventions. Smoking cessation

clinical trials reveal that the same treatments benefit both men and women.
Moreover, epidemiologic studies do not show a consistent gender difference

in quit attempts and success rates. Few studies have examined programs

specifically tailored to one gender, however. Although research suggests that

women benefit from the same interventions as do men, women may face dif-

ferent stressors and barriers to quitting that may be addressed in treatment.

These include greater likelihood of depression, weight control concerns, and

issues surrounding child care.

Evidence. There is no consistent evidence of gender differences in

response to smoking cessation treatments. (Strength of Evidence = B)

Racial and Ethnic Minorities

Recommendation: Members of racial and ethnic minorities should be
provided smoking cessation treatments shown to be effective in this

guideline. (Strength of Evidence = B)
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Recommendation: Whenever possible, smoking cessation treatments

should be modified or tailored to be appropriate for the ethnic or racial

populations with which they are used. (Strength of Evidence = C)

Ethnic and racial minority groups in the United States—African

Americans, American Indians/Native Americans, Alaskan Natives, Asian and

Pacific Islanders, Hispanics—experience higher mortality in a number of dis-

ease categories compared with the white majority. For example, African

Americans experience substantial excess mortality from cancer, cardiovascular

disease, and infant death, all of which are directly affected by tobacco use

(CDC, 1987). American Indians and Alaskan Native subgroups have some of

the highest documented rates of infant mortality caused by sudden infant death

syndrome (Coultas, Gong, Grad, et al., 1994). Therefore, there is a critical

need to deliver effective smoking intervention to ethnic and racial minorities.

There are well-documented differences between racial and ethnic minori-

ties and the white majority in smoking patterns and in smoking and quitting

prevalence (Orleans, Schoenbach, Salmon, et al., 1989; Stotts, Glynn, and

Baquet, 1991). In addition, smoking prevalence and patterns vary substan-

tially among minority subgroups (Coultas, Gong, Grad, et al., 1994). Racial

and ethnic minorities also differ from whites in awareness of health effects of

smoking (Brownson, Jackson-Thompson, Wilkerson, et al., 1992) and a sense

of fatalism that may affect disease prevention efforts. On the other hand,

both nicotine addiction and desire to quit appear to be prevalent across all

racial and ethnic groups (Orleans, Schoenbach, Salmon, et al., 1989; Royce,

Hymowitz, Corbett, et al., 1993; Stotts, Glynn, and Baquet, 1991).

Few studies have examined interventions specifically tailored to particu-

lar ethnic or racial groups, and there is no consistent evidence that tailored

cessation programs result in higher quit rates in these groups. Moreover,

smoking cessation interventions developed for the general population have

been effective with racial and ethnic minority participants. Therefore, clini-

cians who see minority group patients should offer them treatments identified

as effective in this guideline. Clinicians should remain sensitive, however, to

individual differences and health beliefs that may affect treatment acceptance

and success (see section in Chapter 3, Specialized Assessment).

Because of the small amount of research on this topic, there is currently

little support for the obligatory tailoring of cessation treatments for minority

populations. Logically, however, tailoring may be necessary at times for

effective intervention. For instance, cessation counseling or self-help materials

must be conveyed in a language understood by the smoker. Additionally,

culturally appropriate models or examples may increase the smoker’s accep-

tance of treatment. Certainly, practices with multiethnic or multiracial

populations should make culturally appropriate materials available whenever

resources permit.

Among subgroups of racial and ethnic minorities, some smoke at excep-

tionally high rates and suffer high rates of smoking-attributable morbidity
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and mortality (Coultas, Gong, Grad, et al., 1994; Sugarman, Warren, Oge, at

al., 1992). Yet, there is relatively little extant research on optimal interven-

tions or on the specific barriers or impediments to successful cessations for

these populations (e.g., relatively low educational attainment, inadequate

access to medical care). These are important topics for future research.

Evidence. The following statements support the above recommendations:

Smoking cessation treatments identified as effective in this guideline

increase smoking cessation rates among members of ethnic and racial

minorities. (Strength of Evidence = B)

Smoking is especially prevalent among some racial and ethnic

minority subgroups and results in mortality and morbidity.

(Strength of Evidence = A)

Although little research has been done on the effectiveness of treat-

ment tailoring for ethnic and racial minority populations, some types

of tailoring such as the use of language-appropriate materials should

increase treatment effectiveness. (Strength of Evidence = C)

Pregnancy

Recommendation: Pregnant smokers should be strongly encouraged to

quit throughout pregnancy. Because of the serious risks of smoking to

the pregnant smoker and fetus, pregnant smokers should be offered

intensive counseling treatment. (Strength of Evidence = A)

Recommendation: Minimal interventions should be used if more inten-

sive interventions are not feasible. (Strength of Evidence = C)

Recommendation: Motivational messages regarding the impact of smok-
ing on both the pregnant smoker and fetus should be given. (Strength of

Evidence = C)

Recommendation: Nicotine replacement should be used during preg-

nancy only if the increased likelihood of smoking cessation, with its

potential beneBts, outweighs the risk of nicotine replacement and poten-

tial concomitant smoking. (Strength of Evidence = C)

Smoking in pregnancy imparts risks to both the woman and the fetus.

Many women are motivated to quit during pregnancy, and health care profes-

sionals can take advantage of this motivation by reinforcing the notion that

cessation will be best for the fetus, with postpartum benefits for both mother

and children. On the other hand, clinicians should be aware that some preg-

nant women may try to hide their smoking status.

Quitting smoking prior to conception or early in the pregnancy is most ben-

eficial, but health benefits result from cessation at any time. Therefore, a

pregnant woman who still smokes should continue to be encouraged and helped
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to quit. Women who quit smoking during pregnancy have a high rate of relapse

in the postpartum period. Relapse is common in the postpartum period even

among women who have maintained total abstinence from tobacco for 6 or

more months during pregnancy. Relapse postpartum may be decreased by con-

tinued emphasis on the relationship between maternal smoking and poor health

outcomes (sudden infant death syndrome, respiratory infections, asthma, and

middle ear disease) in infants and children. General Strategy 9 outlines clinical

factors to address when counseling pregnant women about smoking.

No clinical trials have assessed the benefits and risks of nicotine replace-

ment therapy as an aid to smoking cessation in pregnant women. In a review

of this topic, Benowitz (1991) concluded that, for pregnant women, the bene-

fits of nicotine replacement therapy outweigh the risks of both continued

smoking and nicotine replacement itself Benowitz limited this conclusion,

however, to those pregnant women who cannot stop without replacement

therapy and suggested that benefits would be the greatest for heavy smokers.

To assess the effectiveness of smoking cessation during pregnancy, the panel

used both a published meta-analysis (Mullen, Ramirez, and Groff, 1994) and a

meta-analysis conducted by panel staff (Table 18). The meta-analysis conducted

by panel staff was based on six studies evaluating the effectiveness of smoking

cessation counseling in pregnant smokers. The effectiveness of counseling inter-

ventions in these studies was compared with either “no treatment” or “usual

care” conditions. The latter usually consisted of a recommendation to stop

smoking that was often supplemented by provision of self-help material or refer-

ral to a stop-smoking program. Because of the small number of studies available

for analysis, only the impact of counseling (greater than 10 minutes of person-to-

person contact) was examined in the meta-analysis. Less intense interventions,

such as those involving “minimal contact” or “brief counsehng” (see subsection

in Chapter 3, Intensity of Person-to-Person Clinical Intervention), were not

examined because of a lack of relevant studies. Both the panel meta-analysis and

the published meta-analysis yielded essentially the same finding—smoking ces-

sation interventions during pregnancy are effective and should be used to benefit

both the woman and the fetus.

Evidence. The following statements support the above recommendations:

A published meta-analysis and a meta-analysis conducted by panel

staff (n = 14 studies) suggest that counseling interventions during

pregnancy increase quit rates above those of pregnant women who
do not receive such interventions. (Strength of Evidence = A)

Because of the small number of studies examining minimal counsel-

ing in pregnant smokers, no focused statistical tests were possible on

this topic. However, the panel concluded that minimal counseling

has a beneficial effect and should be used if more intensive counsel-

ing is not feasible. (Strength of Evidence = C)
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General strategy 9. Clinical issues when assisting a pregnant patient in

smoking cessation

Clinical issues Rationale

Quit early in pregnancy if possible. Early quitting provides the greatest

benefit to the fetus.

Quit anytime during pregnancy. Fetus benefits even when quitting later

in pregnancy.

Stress early benefits to quitting. Both woman and fetus will benefit

immediately.

Provide pregnancy-related motivational These are associated with higher quit

messages. rates.

Be alert to patients' minimizing or Minimizing or denying smoking is

denying tobacco use. common among pregnant women who
smoke.

Assess for relapse and use relapse Postpartum relapse rates are high even
prevention. if a woman maintains abstinence

throughout pregnancy (see General

Strategies 6 and 7). Relapse prevention

may start during pregnancy.

Table 18. Efficacy of counseling intervention with pregnant smokers

Number Estimated odds ratio Estimated cessation rate

Level of contact of arms (95% C.l.) (95% C.l.)

No contact/usual care

(reference group)

11 1.0 7.9

Counseling 8 2.0 (1 .3-2.9) 14.7 (9.8-19.5)

Hospitalized Smokers

Recommendation: For every hospitalized patient, the following steps

should be taken: (a) ask each patient on admission if he/she smokes and
document smoking status; (b) for current smokers, list smoking status on
the admission problem list and as a discharge diagnosis; (c) assist all

smokers with quitting during the hospitalization, using treatments iden-

tiHed as effective in this guideline, including nicotine replacement

therapy if appropriate; and (d) provide advice and assistance on how to

remain abstinent after discharge. (Strength of Evidence = C)

It is vital that hospitalized patients attempt to quit smoking, because

smoking may interfere with their recovery. Among cardiac patients, second
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heart attacks are more common in those who continue to smoke (Multiple

Risk Factor Intervention Trial Research Group, 1990). Lung, head, and neck

cancer patients who are successfully treated, but who continue to smoke, are

at elevated risk for a second cancer (Browman, Wong, Hodson, et al., 1993).

Smoking negatively affects bone and wound healing (Jones, 1985).

Every hospital in the United States must now be smoke free if it is

to be accredited by the Joint Commission on Accreditation of Healthcare

Organizations (JCAHO). As a result, hospitalized patients may be partic-

ularly motivated to make a quit attempt for two reasons. First, the illness

resulting in hospitalization may have been caused or exacerbated by smok-

ing, highlighting the patient’s personal vulnerability to the health risks of

smoking. Second, motivation may be enhanced during hospitalization

because the smoker is temporarily housed in a smoke-free environment.

For these reasons, clinicians should use hospitalization as an opportunity to

promote smoking cessation in their patients who smoke (Hurt, Lauger,

Offord, et al., 1991; Stevens, Glasgow, Hollis, et al., 1993). Patients in long-

term care facilities should also receive cessation interventions identified as

efficacious in this guideline.

Specifically, clinicians and hospital administrators should collaborate to

ensure that systems are in place that identify the smoking status of all

patients admitted to a hospital and that provide at least a brief clinical inter-

vention to every hospitalized patient who smokes.

Finally, smokers may experience nicotine withdrawal symptoms during a

hospitalization. Clinicians should consider providing temporary nicotine

patch therapy during a hospitalization to reduce such symptoms.

Efficacy of Inpatient Hospitai Smoking
Cessation Treatment

Five studies met selection criteria for analyses examining the effective-

ness of inpatient hospital smoking cessation treatment compared with usual

care. Because of the limited number of studies, no attempt was made to sep-

arate the level or type of treatment. Results are shown in Table 19.

Evidence. Smoking cessation interventions among hospitalized patients

increase rates of smoking cessation. (Strength of Evidence = A)

Smokers With Psychiatric Comorbidity

Recommendation: Smokers with comorbid psychiatric conditions

should be offered smoking cessation treatments identified as effective in

this guideline. (Strength of Evidence = C)

Recommendation: Although it is not necessary to assess for psychiatric

comorbidity prior to initiating smoking treatment, such assessment may
be helpful in that it allows the clinician to prepare for an increased likeli-
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Table 19. Efficacy of inpatient smoking cessation treatment (n = 5 studies)

Number Estimated odds ratio Estimated cessation rate

Type of treatment of arms (95% C.l.) (95% C.l.)

No inpatient smoking

cessation treatment

(reference group)

5 1.0 18.0 (10.1-27.5)

Inpatient smoking
cessation treatment

5 1.4 (1.1-1 .7) 23.1 (19.2-27.0)

provided

hood of smoking relapse or for exacerbation of the comorbid condition

in response to nicotine withdrawal. (Strength of Evidence = C)

The term “psychiatric comorbidity” refers to the co-occurrence of smoking

with another psychiatric disorder. Psychiatric comorbidity is important to the

assessment and treatment of smokers for several reasons:

Psychiatric disorders are more common among smokers than in the

general population. For instance, as many as 30-50 percent of

patients seeking smoking cessation services may have a history of

depression, and 20 percent or more may have a history of alcohol

abuse or dependence (Brandon, 1994; Glassman, Stetnes, Walsh, et

al., 1988; Hall, Munoz, Reus, et al., 1993; also cf. Breslau, 1995;

Breslau, Kilbey, and Andreski, 1994).

Smoking cessation or nicotine withdrawal may exacerbate a patient’s

comorbid condition. For instance, smoking cessation may elicit or

exacerbate depression among patients with a prior history of affec-

tive disorder (Glassman, 1993; Glassman, Covey, Dalack, et al., 1993).

As noted in the Specialized Assessment section in Chapter 3, smokers

with psychiatric comorbidities have heightened risk for relapse to

smoldng after a cessation attempt (Brandon, 1994; Glassman, Covey,

Dalack, et al., 1993; Hall, Munoz, Reus, et al., 1993).

Although psychiatric comorbidity places smokers at increased risk for

relapse, there is also evidence that such smokers can be helped by smoking

cessation treatments (Breckenridge, 1990; Burling, Marshall, and Seidner,

1991; Hall, Munoz, and Reus, 1994; Hartman, Jarvik, and Wilkins, 1989;

Hartman, Leong, Glynn, et al., 1991). There is currently too little evidence

to determine whether smokers with psychiatric comorbidity benefit more
from specialized or tailored cessation treatments than from standard treat-

ments (e.g.. Hall, Munoz, and Reus, 1994; Zelman, Brandon, Jorenby, et al.,

1992). Even though some smokers may experience exacerbation of a comor-

bid condition upon quitting smoking, most evidence suggests that cessation

entails little adverse impact. For instance, patients in inpatient psychiatric
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units are able to stop smoking with few adverse effects (e.g., little increase in

aggression, or nonadherence to treatment; Hurt, Eberman, Slade, et al., 1993;

Resnick, 1993). Additionally, there is little evidence that patients with other

chemical dependencies relapse to other drug use when they stop smoking

(Hurt, Eberman, Slade, et al., 1993). Finally, stopping smoking may affect

the pharmacokinetics of certain psychiatric agents (e.g., Hughes, 1993).

Therefore, clinicians may wish to monitor closely the actions or side effects

of psychiatric medications in smokers making a quit attempt.

Weight Gain After Smoking Cessation

Recommendation: The clinician should inform smokers that they are

likely to gain weight when they stop smoking. The clinician should rec-

ommend that smokers not take strong measures (e.g., strict dieting) to

counteract weight gain during a quit attempt. Moreover, ex-smokers

should wait until they are confident that they will not return to smoking
before trying to reduce their weight. (Strength of Evidence = C)

Recommendation: For smokers who are greatly concerned about weight

gain, the clinician may prescribe or recommend nicotine gum, which has

been shown to delay weight gain after quitting. (Strength of Evidence = A)

Key facts about smoking, smoking cessation, and weight gain follow:

The majority of smokers who quit smoking gain weight. Most will

gain fewer than 10 pounds, but there is a broad range of weight gain,

with as many as 10 percent of quitters gaining as much as 30 pounds

(Williamson, Madans, Anda, et al., 1991).

Women tend to gain slightly more weight than men, and for both

sexes, African Americans, people under age 55, and heavy smokers

(those smoking more than 25 cigarettes/day) are at elevated risk for

major weight gain (Emont and Cummings, 1987; Williamson,

Madans, Anda, et al., 1991).

For many smokers, especially women, concerns about weight or

fears about weight gain are motivators to start smoking or continue

smoking (Gritz, Klesges, and Meyers, 1989; Klesges and Klesges,

1988; Klesges, Meyers, Klesges, et al., 1989).

Weight gain that follows smoking cessation is a negligible health

threat compared with the risks of continued smoking (DHHS, 1990;

Williamson Madans, Anda, et al., 1991).

No experimentally validated strategies or treatments are effective in

preventing postcessation weight gain. In fact, some evidence sug-

gests that attempts to prevent weight gain (e.g., strict dieting) may
undermine the attempt to quit smoking (Hall, Tunstall, Vila, et al.,

1992; Perkins, 1994; Pirie, McBride, Hellerstedt, et al., 1992).
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m Nicotine replacement—in particular, nicotine gum—appears to be

effective in delaying postcessation weight gain. Moreover, there

appears to be a dose-response relation between gum use and weight

suppression (i.e., the greater the gum use, the less weight gain

occurs). However, once nicotine gum use ceases, the quitting

smoker gains an amount of weight that is about the same as if she or

he had never used gum (Emont and Cummings, 1987; Gross, Stitzer,

and Maldonado, 1989; Nides, Rand, Dolce, et al., 1994).

Postcessation weight gain appears to be caused both by increased

intake (e.g., eating, alcohol consumption) and by metabolic adjust-

ments. The involvement of metabolic mechanisms suggests that

even if quitting smokers do not increase their caloric intake, they will

still gain some weight (Hatsukami, LaBounty, Hughes, et al., 1993;

Hofstetter, Schutz, Jequier, et al., 1986; Klesges and Shumaker,

1992; Moffatt and Owens, 1991; Schwid, Hirvonen, and Keesey, 1992).

Once a quitting smoker relapses and begins smoking at precessation

levels, he or she will usually lose some or all of the weight gained

during the quit attempt (Moffatt and Owens, 1991; Noppa and

Bengtsson, 1980; Stai^ord, Matter, Fell, et al., 1986).

The research evidence reviewed above illustrates why weight gain is an

important impediment to smoking cessation. Many smokers (especially

women) are very concerned about their weight and fear that quitting will pro-

duce weight gain. Many also believe that they can do little to prevent

postcessation weight except to return to smoking. These beliefs are especi-

ally difficult to address clinically because they are congruent with research

findings; that is, the beliefs have some basis in fact.

Recommendations To Address Weight Gain

How should the clinician deal with concerns about weight gain? First,

the clinician should neither deny the likelihood of weight gain nor minimize

its significance to the patient. Rather, the clinician should inform the patient

about the likelihood of weight gain and prepare the patient for its occurrence.

However, the clinician should counter exaggerated fears about weight gain

given the relatively moderate weight gain that typically occurs. Certain types

of information may help prepare the patient for postcessation weight gain

(see General Strategy 10).

Second, before and during the quit attempt the clinician should stress that

quitting smoking is the patient’s primary, immediate priority, and that the

patient will be most successful in the long run if he or she does not take

strong measures (e.g., strict dieting) to counteract weight gain during a quit

attempt (see General Strategy 10).

Third, during the quit attempt, the clinician should offer to help the

patient address weight gain (either personally or via referral) once the patient
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General strategy 10. Clinician statements to help a patient prepare for,

and cope with, postcessation weight gain

c

has successfully quit smoking. Specifically, the clinician should recommend
that intensive weight control strategies be avoided until the patient is no

longer experiencing withdrawal symptoms and is confident that he or she will

not return to smoking. Certainly, however, the patient should be encouraged

to maintain or adopt a healthy lifestyle, including engaging in moderate exer-

cise, eating plenty of fruits and vegetables, and limiting alcohol consumption.

Smokeless Tobacco Use

Recommendation: Smokeless tobacco (chewing tobacco and snuff) users

should be identifled and strongly encouraged to quit. (Strength of

Evidence = C)

Recommendation: Smokeless tobacco users should be treated with the

same psychosocial cessation interventions recommended for smokers.

(Strength of Evidence = B)

Like cigarette smoking, the use of smokeless tobacco, such as chewing

tobacco and snuff, produces addiction to nicotine and has serious health con-

sequences. Consumption of smokeless tobacco products has increased in

recent years (Glover and Glover, 1992; Marcus, Crane, Shopland, et al.,

1989), especially among young males. Clinicians should offer quitting

advice and assistance to their patients who use smokeless tobacco.

'The great majority of smokers gain weight once they quit smoking. However, even
without special attempts at dieting or exercise, weight gain is usually limited to less

than 10 lbs."

‘There is evidence that smokers will gain weight once they quit smoking even if they

do not eat more. Weight gain appears to be a natural part of quitting smoking.”

‘The amount of weight you will likely gain from quitting will be a minor health risk

compared with the risks of continued smoking.”

Try to put your concerns about weight on the back burner. You are most likely to

be successful if you first try to quit smoking, and then later take steps to reduce

your weight. Tackle one problem at a time! After you have quit smoking successfully

we can talk about how to reduce your weight.”

“I know weight is important to you, and that you don't want to gain a lot of weight.

However, temporarily—just until you are confident that you have quit smoking for

good—let’s focus on strategies to get you healthy rather than on weight. Think about

eating plenty of fruit and vegetables, getting regular exercise, getting enough sleep,

and not eating a lot of fats. Right now, this is probably the best thing you can do for

both your weight and your smoking. Eat plenty of healthy foods—don't starve yourself!”

“While you may gain some weight after quitting smoking, compare the importance

of this with the added years of healthy living you will gain, your better appearance
(less wrinkled skin, whiter teeth), fresher breath, and good feelings about quitting.”
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I

There is a need for smokeless tobacco information and assistance, but cur-

I rently little research-based information is available on these topics. A small

j

number of studies have evaluated both multicomponent and brief psychosocial

j

interventions for smokeless tobacco cessation. Results of these evaluations

I
suggest that the same cessation interventions that are effective with smokers

! are effective with smokeless tobacco users. Currently, there is little evidence

!

on the effectiveness of pharmacologic treatments for smokeless tobacco use.

,

However, nicotine replacement may help smokeless tobacco users just as it

j

does smokers. This is an important area for further research.

j

Evidence. There is limited evidence that nonpharmacologic treatments

! used for smoking cessation are also effective in smokeless tobacco cessation.

!

(Strength of Evidence = B)

!

!j

Children and Adolescents: Primary Prevention of

||

Tobacco Addiction

' Recommendation: Clinicians should provide their pediatric and adoles-

1 cent patients, and the parents of these patients, with a strong message

j

regarding the importance of totally abstaining from tobacco use.

(Strength of Evidence = C)

I

Recommendation: Cessation interventions shown to be effective with

adults should be considered for use with children and adolescents. The
content of these interventions should be modiHed to be developmentally

appropriate. Nicotine replacement should be considered only when
there is clear evidence of nicotine dependence and a clear desire to quit

tobacco use. (Strength of Evidence = C)

The onset of tobacco use is a pediatric concern. Among adult daily smok-

ers, 90 percent tried their first cigarette and 70 percent were daily users at or

before age 18. Among high school seniors who had used smokeless tobacco,

79 percent had first done so by the ninth grade (DHHS, 1994). Young people

begin to smoke or use tobacco for a variety of reasons related to social norms,

advertising, peer pressure, parental smoking, and curiosity, but evidence sug-

gests that nicotine addiction is established rapidly (CDC, 1995).

About three out of every four adolescent smokers have made at least one

serious attempt to quit smoking and have failed (Moss, Allen, Giovino, et al.,

i 1992). About 20 percent of high school seniors smoke daily (Green, 1979;

1

Johnston, O’Malley, and Bachman, 1995). Among seniors who smoke daily

i

and expect that they will not be smoking in 5 years, 73 percent are still

smoking when surveyed 5-6 years after their senior year (DHHS, 1994).

Prevention of Tobacco Use

Efforts to prevent tobacco use should be conducted by many types of

individuals and groups (e.g., parents, teachers, clergy, government officials.
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medical societies) and in diverse venues (e.g., home, school, church, youth

group). The clinician can target children and adolescents both inside and

outside the clinical setting. In the clinical setting, discussion of tobacco-

related issues should begin before the onset of adolescence, and preferably

before entry into junior high school. These efforts should continue through-

out high school. Patient charts should clearly reflect that tobacco has been

discussed, and should indicate the smoking status of the patient and parents

or caretakers. Clinical prevention activities are listed in General Strategy 11.

Prevention strategies useful in more general settings can be found in the

recent Institute of Medicine Report, “Growing Up Tobacco Free” (Lynch,

Bonnie, and Institute of Medicine Committee on Preventing Nicotine

General strategy 11. Suggested interventions for clinicians to prevent

the initiation of tobacco use

Begin in the early elementary school grades to discuss tobacco use and its

negative effects—especially the short-term negative effects.

Ask the child if s/he has experimented with tobacco.

Identify the advantages of not smoking, including those most appropriate for

the patient’s age and developmental stage.

Discuss the fact that the child eventually will encounter peers who smoke, and

discuss ways in which the child might resist peer pressure to try tobacco products.

For youngsters approaching middle school/junior high school age, provide the

following information:

Most kids don’t smoke or use smokeless tobacco.

All forms of tobacco (snuff, cigarettes, dip, etc.) are extremely addictive, and
most teens who use tobacco are addicted to nicotine.

Addiction to tobacco takes away one’s independence.

Smokeless tobacco is not a safe alternative to smoking, because it is

addicting and causes oral cancer.

Smoking makes a person smell bad, stains teeth and skin, causes shortness

of breath, decreases athletic performance, ruins clothes, and Is a major cause

of fires and deaths.

Smoking causes health problems in many young people, including chronic

cough and sore throat.

Smoking won’t make a person rugged, sexy, “cool,” or successful.

Tobacco use is a gateway to other drug use, and addiction to nicotine may
make a person more susceptible to trying other dangerous drugs.

Tobacco is expensive—spending money on tobacco will mean less money for

other things (e.g., books, clothes, make-up, music, movies, sports).

There are other ways of being different without taking up a habit that is

addicting and has such severe, long-term consequences.

i
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I

Addiction in Children and Adults, 1994) and Healthy People 2000: National

Health Promotion and Disease Prevention Objectives (DHHS, 1991).

Tobacco Use Cessation in Children and Adolescents

j

Little research evidence exists regarding either the effectiveness of

I

psychosocial cessation interventions with children and adolescents or the

' safety and efficacy of pharmacological interventions with this population.

Because there is no evidence that nicotine replacement is harmful for children

! and adolescents, clinicians should consider its use when nicotine dependence

j

is obvious. However, because of the psychosocial and behavioral aspects of

I

smoking in adolescents, clinicians should be confident of the patient’s genuine

I

nicotine dependence and desire to quit before instituting pharmacotherapy,

i Factors such as degree of dependence and body weight should be considered

j

when selecting nicotine replacement therapy dosage.

j

Children and adolescents may benefit from community- and school-based

intervention activities designed especially for these age groups. The messages

delivered by these programs should be reinforced by the clinician (DHHS,

I

1994). Treatment of adolescents and children who smoke is an important

research area. Along with clinical trials of interventions, studies of the

“experimenters” or occasional tobacco users in this population are needed.

j

Evidence. Most adolescent tobacco users are addicted to nicotine and
' report they want to quit but are unable to do so; they experience relapse rates

and withdrawal symptoms similar to those reported by adults. Little inter-

vention research involves children and adolescent tobacco users. (Strength

of Evidence = C)
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All-comers. Individuals included in a smoking cessation study regardless of

whether they sought to participate. For example, if cessation treatment was

delivered to all smokers visiting a primary care clinic, the treatment popula-

tion would be coded as “all-comers.” Presumably, individuals who seek to

participate in smoking cessation studies are more likely motivated to quit,

and studies limited to these individuals may produce higher quit rates.

Anxiolytic. A pharmacologic agent used to reduce anxiety symptoms.

Aversive smoking. Several types of therapeutic techniques that involve

smoking in an unpleasant or concentrated manner. These techniques pair

smoking with negative associations or responses. Notable examples include

rapid smoking, rapid puffing, focused smoking, and satiation smoking.

Biochemical confirmation. The use of assays of smoking-related biochemi-

cal compounds such as thiocyanate, cotinine, nicotine, and carboxyhemoglo-

bin to verify smokers’ reports of abstinence.

Cessation percentage. The percentage of smokers who achieve long-term

abstinence from smoking. The major cessation measure for this guideline

was the percentage of smokers in a group or treatment condition who were

abstinent at a followup point that occurred at least 5 months after treatment.

Cigarette fading/smoking reduction prequit. Interventions that reduce the

number of cigarettes smoked or nicotine intake prior to a patient’s quit date.

This may be accomplished through advice to cut down or by systematically

restricting access to cigarettes. This category includes interventions using

computers and/or devices to accomplish nicotine reduction prequit.

Clinician. A professional directly providing health care assistance.

Clinic screening system/system intervention. The strategies used in clinics

and practices for the delivery of clinical services. Clinic screening system inter-

ventions involve changes in staff protocols designed to enhance the identifica-

tion of and intervention with patients who smoke. Examples include affixing

smoking status stickers to patients’ charts, expanding the vital signs to include

smoking, and incorporating smoking status items into patient questionnaires.

Clonidine. An alpha-2-adrenergic agonist typically used as an antihypertensive

agent, but also used as a pharmacotherapy for smoking cessation. The Food and

Drug Administration has not approved clonidine as a smoking cessation aid.

Contingency contracting/instrumental contingencies. Interventions where

individuals earn rewards for cigarette abstinence and incur costs or unpleas-

ant consequences for smoking. To receive this classification code, actual.
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tangible consequences had to be contingent upon smoking or abstinence.

Thus, simple agreements about a quit date, or other agreements between

treatment providers and patients without specifiable consequences, were not

included in this category. Deposits refunded based on study attendance

and/or other incentives that are not contingent upon smoking abstinence or

relapse did not receive this code.

Cue exposure/extinction. Interventions that repeatedly expose patients to

smoking-related cues in the absence of nicotine reinforcement in an attempt

to extinguish affective/motivational responding to such cues. This includes

treatments where patients are encouraged to perform the smoking self-admin-

istration ritual, excepting inhalation.

Diazepam. A benzodiazepine anxiolytic.

Exercise/fitness component. Includes any intervention that contains a com-
ponent related to exercise/fitness. The intensity of interventions falling

within this category varied from the mere provision of information/advice

about exercise/fitness to the classes.

Extratreatment social support component. Interventions or elements of an

intervention wherein patients are provided with the tools to find social support

on their own outside of treatment. This category is distinct from intratreat-

ment social support, in which social support is delivered by treatment staff.

Formats. Refers to the context in which a smoking cessation intervention is

delivered. May be either self-help, individual counseling, or group counseling.

Hotline/helpline. A telephone line dedicated to over-the-phone smoking

intervention. A hotline/helpline treatment occurs when a hotline/helpline

number is provided or a referral to a hotline/ helpline is made.

Intent-to-treat analysis. Treatment outcome analyses where abstinence per-

centages are based on all subjects randomized to treatment conditions, rather

than on just those subjects who completed the intervention or who could be

contacted at followup.

Intratreatment social support. Refers to an intervention component that

provides support, help, or encouragement as part of the treatment.

Logistic regression. Statistical technique to determine the statistical associa-

tion or relation between/among two or more variables, and where one of the

variables, the dependent variable, is dichotomous (has only two levels of

magnitude) (e.g., abstinent vs. smoking).

Meta-analysis. A statistical technique that estimates the impact of a treat-

ment or variable across a set of related investigations.

Minimal contact. Minimal contact refers to interventions that involved very

brief contact between clinicians and patients. It was coded based on the
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length of contact between clinicians and patients (3 minutes or less). If that

information was unavailable, it was coded based on the content of the contact

between clinicians and patients.

Motivation. Includes interventions designed to bolster patients’ resolve to quit

through manipulations such as setting a quit date, use of a contract with a speci-

fied quit date, reinforcement correspondence (letters mailed from clinical/study

staff after initial contact congratulating patient on decision to quit or on early

success), providing information about the health risks of smoking, and so on.

Negative affect/depression component. Interventions in this category are

designed to train patients to cope with negative affect after cessation. The
intensity of the interventions in this category may vary from prolonged coun-

seling to the simple provision of information about postquit mood and sug-

gestions for dealing with it. To receive this code, interventions targeted

depressed mood, not simply stress. Interventions aimed at teaching subjects

to cope with stressors were coded as problem solving. When it was unclear

whether an intervention was directed at negative affect/depression or at psy-

chosocial stress, problem solving was the default code.

Nicotine replacement therapy. Refers to nicotine pharmacotherapy for

smoking cessation. The two nicotine replacement therapy delivery systems

currently approved for use in the United States are nicotine chewing gum and

the nicotine patch.

Odds ratio. The odds of an outcome on one variable, given a certain status

on another variable(s). This ratio expresses the increase in risk of a given

outcome if the variable is present.

Oral mucosa. The mucous membranes that line the mouth.

Person-to-person intervention. In-person contact between a clinician and a

patient(s) for the purpose of smoking intervention or assessment.

Primary care provider. Practitioner in one of the health professions (e.g.,

medicine, nursing, psychology, dentistry/oral health, physical and respiratory

therapy) who provides health care services for problems other than smoking

per se. Primary care providers are encouraged to identify smokers and to

intervene with them, regardless of whether smoking cessation is the patient’s

presenting problem.

Problem solving/skills training. Refers to a smoking cessation intervention

in which smokers are trained to identify and cope with events or problems

that increase the likelihood of their smoking. For example, quitters might

be trained to anticipate stressful events and to use coping skills such as dis-

traction or deep breathing to cope with an urge to smoke. Related and simi-

lar interventions are coping skill training, relapse prevention, and stress

management.
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Purchaser. A corporation, company, or other consortium that purchases

health care benefits for a group of individuals.

Propranolol. A beta-adrenergic blocker often used as an antihypertensive agent.

Quit day. The day of a given cessation attempt during which a patient tries

to abstain totally from smoking. Also refers to a motivational intervention

whereby a patient commits to quit tobacco use on a specified day.

Randomized controlled trial. For the purposes of this guideline, a study in

which subjects are assigned to conditions on the basis of chance, and where

at least one of the conditions is a control or a comparison condition.

Reference group. In meta-analyses, refers to the group against which other

groups are compared.

Relaxation/breathing. Interventions in which patients are trained in relax-

ation techniques. Interventions using meditation, breathing exercises, and so

on, fit this category. This category should be distinguished from the category

of problem solving, which includes a much wider range of stress-

reduction/management strategies.

Self-selected. Refers to a patient population that sought out or agreed to par-

ticipate in a study of smoking cessation.

Serum cotinine. Blood levels of cotinine, nicotine’s major metabolite. This

is often used to estimate a patient’s tobacco/nicotine self-administration prior

to quitting, and to confirm abstinence self-reports during followup.

Serum nicotine. Blood levels of nicotine. This is often used to assess a

patient’s tobacco/nicotine self-administration prior to quitting, and to confirm

abstinence self-reports during followup.

Silver acetate. Silver acetate reacts with cigarette smoke to produce an

unpleasant taste and has been investigated as a deterrent to smoking.

Specialized assessments. Refers to assessment of patient characteristics such

as nicotine dependence and motivation for quitting that may allow clinicians

to tailor interventions to the needs of the individual patient.

Starter kits. Self-help materials and/or programs provided by a pharmaceuti-

cal company to assist patients in successfully quitting smoking while using a

pharmaceutical agent.

Stepped-care. The practice of initiating treatment with a low-intensity inter-

vention and then referring treatment failures to successively more intense

interventions.

Transdermal nicotine. Refers to delivery of nicotine by diffusion through

the skin. Often used as a synonym for “nicotine patch.”
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Treatment matching. Differential assignment of patients to treatments based

on their pretreatment characteristics. Treatment matching is based on the

notion that particular types of smokers are most likely to benefit from partic-

ular types of treatments.

Weight/diet/nutrition component. Any program dealing with weight issues.

Interventions that teach nutrition/diet/weight management strategies, incorpo-

rate daily/weekly weight monitoring (for reasons other than routine data col-

lection), require or suggest energy intake maintenance/reduction, and/or con-

vey nutritional information/tips/counseling receive this code.
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National Network of Tobacco Prevention and
Control Contacts^

National Cancer Institute

Office of Cancer Communications

Building 31, Room 10A24
Bethesda,MD 20892

Telephone: 1-800-4-CANCER

Office on Smoking and Health

National Center for Chronic Disease

Prevention and Health Promotion

Centers for Disease Control and

Prevention

Mail Stop K-50
4770 Buford Highway, NE
Atlanta, GA 30341-3742

Telephone (770) 488-5705

ALABAMA
Mobile County Health Department

Bureau of Health Promotion

Administrative Services

PO. Box 2867

Mobile, AL 36652

Telephone (334) 690-8186

FAX (334) 432-7443

Federal Express Address:

251 N. Bayou St.

Mobile, AL 36603

ALASKA
Manager, Health Promotion Program

Division of Public Health

Department of Health and Social

Services

PO. Box 110614

Juneau, AK 99811-0614

Telephone (907) 465-3140

FAX (907) 465-2770

Federal Express Address:

333 Willoughby St., Rm. 713

Juneau, AK 99801

ARKANSAS
Director

Office of Tobacco Control and

Prevention

4815 W. Markham St.

Little Rock, AR 72205

Telephone (501) 661-2783

FAX (501) 661-2082

ARIZONA
Program Director

Tobacco Use Prevention and

Control Program

Office of Health Promotion and

Education

1400 W. Washington St.

Phoenix, AZ 85007

Telephone (602) 542-7234

FAX (602) 542-0141

CALIFORNIA
California Department of Health

Services

744 P St.

PO. Box 942732

Sacramento, CA 94234-7320

Telephone (916) 322-4787

FAX (916) 327-5424

COLORADO
ASSIST Project Manager
Colorado Department of Health

4300 Cherry Creek Dr., S.

Denver, CO 80222-1530

^ If there is difficulty reaching any of the State contacts, please call the Office on Smoking and Health

(770-488 -5705 ).
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Telephone (303) 692-2515

FAX (303) 782-0095

CONNECTICUT
Health Program Supervisor

Department of Public Health and

Addiction Services

150 Washington St.

Hartford, CT 06106

Telephone (203) 566-6618

FAX (203) 566-1217

DELAWARE
Prevention Coordinator

Department of Health and Social

Services

P.O. Box 637

Dover, DE 19903

Telephone (302) 739-4724

FAX (302) 739-6617

Federal Express Address;

Jessie Cooper Bldg.

Federal and Water Streets

Dover, DE 19901

DISTRICT OF COLUMBIA
Public Health Educator

Department of Human Services

2nd Floor

800 Ninth Street, SW
Washington, DC 20024

Telephone (202) 645-5556

FAX (202) 645-0526

FLORIDA
Program Administration

HRS Health Promotion and

Wellness

Building 2-HSH, Room 321

1317 Winewood Blvd.

Tallahassee, FL 32399-0700

Telephone (904) 487-3220

FAX (904) 488-6495

GEORGIA
Tobacco Prevention Program Manager

Department of Human Resources

Tobacco Prevention Education

Program

2 Peachtree St., 6th FI.

AUanta, GA 30303

Telephone (404) 657-2570

FAX (404) 657-6631

GUAM
Health Educator Administrator

Department of Public Health and

Social Services

P.O. Box 2816

Agana, Guam 96910

Telephone (671) 734-7129

FAX (671) 734-5910

HAWAII
Department of Health

952 N. King St., Bay 06

Honolulu, HI 96817

Telephone (808) 832-5951

FAX (808) 832-5955

IDAHO
Health Promotion Coordinator

Idaho Department of Health and

Welfare

P.O. Box 83728

450 W. State St.

Boise, ID 83720-0036

Telephone (208) 334-4936

FAX (208) 334-6573

ILLINOIS
Chief Public Health Educator

Illinois Department of Public Health

Division of Health Promotion

535 W. Jefferson St.

Springfield, IL 62761

Telephone (217) 785-2060

FAX (217) 782-1235
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INDIANA
Director, ASSIST Project

Division of Health Education

Indiana Department of Health

1330 W. Michigan St.

RO. Box 1964

Indianapolis, IN 46206-1964

Telephone (317) 633-0267

FAX (3 17) 633-0776

Federal Express Address:

Drop P.O. Box

IOWA
Director, Division of Substance

Abuse and Health Promotion

Iowa Department of Public Health

Lucas State Office Bldg.

Des Moines, IA 50319-0075

Telephone (515) 281-7248

FAX (515) 281-4535

KANSAS
Office of Chronic Disease and

Health Promotion

Kansas Department of Health and

Environment

900 S.W. Jackson St.

Topeka, KS 66612-1290

Telephone (913) 296-1233

FAX (913) 296-8059

KENTUCKY
Tobacco Control Coordinator

Kentucky Department for Health

Services

275 E. Main St.

Frankfort, KY 40621

Telephone (502) 564-7243

FAX (502) 564-6533

LOUISIANA
Chronic Disease Control Program

Louisiana Department of Health and

Hospitals

325 Loyola Ave., Rm. 414

New Orleans, LA 701 12

Telephone (504) 568-7210

FAX (504) 568-2543

MAINE
ASSIST Project

Division of Health Promotion and

Education

Maine Department of Human Services

151 Capitol St.

State House Station 11

Augusta, ME 04333

Telephone (207) 287-5180

FAX (207) 287-4631

MARIANA ISLANDS
Psychiatric Clinical Coordinator

Department of Public Health and

Environmental Services

P.O. Box 409 CK
Saipan, MP 96950

Telephone 670-234-8950, ext. 2500

FAX 670-234-8930

MARSHALL ISLANDS
Director of Human Services

Alcohol and Substance Abuse

Ministry of Health and Environment

P.O. Box 16

Majuro, Republic of the Marshall

Islands 96960
Telephone 011-692-625-3249

FAX 011-692-625-3432

MARYLAND
Division of Health Education

Department of Health and Mental

Hygiene

201 W. Preston St.

Baltimore, MD 21201

Telephone (410) 225-1362

FAX (410) 333-7903
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MASSACHUSETTS
Office for Nonsmoking and Health

Massachusetts Department of Public

Health

250 Washington St., 4th FI.

Boston, MA 02111

Telephone (617) 624-5900

FAX (617) 624-5922

MICHIGAN
ASSIST Project Director

Chief, Tobacco Section

Michigan Department of Public

Health

3423 N. Logan St.

P.O. Box 30195 - CHP
Lansing, MI 48909

Telephone (517) 335-8380

FAX (517) 335-9648

Federal Express Address:

Drop P.O. Box

MICRONESIA
Secretary, Department of Health

FSM National Government

Palikir Station, PS 70

Palikir, Pohnpei FSM 96941

Telephone 011-691-320-2619

FAX 011-691-320-5263/2785

MINNESOTA
ASSIST Project Manager
Minnesota Department of Health

717 Delaware St., S.E.

P.O. Box 9441

Minneapolis, MN 55440-9441

Telephone (612) 623-5623

FAX (612) 623-5775

MISSISSIPPI
Coordinator

Tobacco Prevention

Mississippi State Department of

Health

P.O. Box 1700

Jackson, MS 39215-1700

Telephone (601) 960-7828

FAX (601) 354-6278

Federal Express Address:

2423 N. State St.

Jackson, MS 39216

MISSOURI
Project Manager, ASSIST
Tobacco Control Coordinator

Missouri Department of Health

101 Park DeVille Dr.

Columbia, MO 65203

Telephone (314) 876-3260

FAX (573) 446-8777

MONTANA
Health Services Manager

Department of Health and

Environmental Sciences

1400 Broadway

Cogswell Bldg., Rm. C314
Helena, MT 59620

Telephone (406) 444-4488

FAX (406) 444-2606

NEBRASKA
Health Promotion and Education

Nebraska Department of Health

301 Centennial Mall South

P.O. Box 95007

Lincoln, NE 68509-5007

Telephone (402) 471-2101

FAX (402) 471-6446

Federal Express Address:

Drop P.O. Box

NEVADA
Tobacco Control Coordinator

Nevada Department of Human
Resources

505 E. King St., Rm. 304
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Carson City, NV 89710

Telephone (702) 687-4800

FAX (702) 687-4988

NEW HAMPSfflRE
Bureau of Health Promotion

New Hampshire Division of Public

Health Services

Health and Welfare Bldg.

6 Hazen Dr.

Concord, NH 03301-6527

Telephone (603) 271-6892

FAX (603) 271-6116

NEW JERSEY
Coordinator

ASSIST Project—Tobacco Program

New Jersey Department of Health

CN 362, 129 Hanover St.

Trenton, NJ 08625-0369

Telephone (609) 984-1310

FAX (609) 292-3816

NEW MEXICO
Program Manager
Tobacco Use Prevention/ASSIST

2329 Wisconsin, N.E., Suite A
Albuquerque, NM 87110

Telephone (505) 841-8335

FAX (505) 841-8333

NEW YORK
Program Manager

Tobacco Control Program, ASSIST
Project

New York State Department of Health

Coming Tower Bldg.

Empire State Plaza, Rm. 515

Albany, NY 12237-0620

Telephone (518) 474-1515

FAX (518) 473-2853

NORTH CAROLINA
Manager
Division of Adult Health, ASSIST
Project

North Carolina Department of

Environment, Health, and Natural

Resources

P.O. Box 27687

Raleigh, NC 27611-7687

Telephone (919) 733-1676

FAX (919) 733-0488

Federal Express Address:

1330 St. Mary’s St.

Raleigh, NC 27611-7687

NORTH DAKOTA
Coordinator

Tobacco Prevention and Control

Program

600 E. Boulevard Ave., Judicial

Wing, 2nd FI.

Bismarck, ND 58505-0200

Telephone (701) 328-3138

FAX (701) 328-1412

OHIO
Chief

Bureau of Chronic Diseases,

Prevention Branch

Ohio Department of Health

246 N. High St.

P.O. Box 118

Columbus, OH 43266-0118

Telephone (614) 466-2144

FAX (614) 644-7740

Federal Express Address:

Drop P.O. Box

OKLAHOMA
Health Information Section

Oklahoma State Department of

Health

1000 N.E. 10th St.

Oklahoma City, OK 73117-1299

Telephone (405) 271-5601

FAX (405) 271-2865
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OREGON
Chronic Disease

Oregon Department of Human
Resources

800 N.E. Oregon St.

Portland, OR 97232

Telephone (503) 731-4025

FAX (503) 731-4082

PENNSYLVANIA
Director

Tobacco and Control Program

Pennsylvania Department of Health

RO. Box 90, Rm. 1003

Harrisburg, PA 17108

Telephone (717) 783-5900

FAX (717) 783-5498

Federal Express Address:

Tobacco Control Program

Health and Welfare Bldg., Rm. 1003

Commonwealth Ave. and Forster St.

Harrisburg, PA 17120

PALAU
Minister of Health

Ministry of Health

RO. Box 6027

Koror, Republic of Ralau 96940

Telephone 011-680-488-2813

FAX 011-680-488-1725

PUERTO RICO
SAMRSF, Preventive Medicine

Puerto Rico Department of Health

RO. Box 70184

San Juan, PR 00936

Telephone (809) 274-5645

FAX (809) 274-7863

RHODE ISLAND
ASSIST Project

Rhode Island Department of Health

Cannon Bldg., 3 Capitol Hill, Rm. 103

Providence, RI 02908-5097

Telephone (401) 277-3329

FAX (401) 861-5751

SAMOA
Associate Director, Public Health

Nursing

Department of Health

Pago Pago, American Samoa 96799

Telephone 011 -684-4606/53 1

8

FAX 011-684-633-5379

SOUTH CAROLINA
ASSIST Project, Center for Health

Promotion

South Carolina Department of

Health and Environmental Control

2600 Bull St.

Columbia, SC 29201

Telephone (803) 734-4446

FAX (803) 253-4001

SOUTH DAKOTA
South Dakota Department of

Human Services

Division of Alcohol and Drugs

3800 E. Hwy. 34; Hillsview Plaza

Pierre, SD 57501

Telephone (605) 773-3123

FAX (605) 773-5483

TENNESSEE
Tennessee Department of Health

Health Promotion/Disease Control

Tennessee Tower Bldg., 13th Floor

312 8th Ave., N.

Nashville, TN 37247-5201

Telephone (615) 741-7366

FAX (615) 532-8478

TEXAS
Office of Smoking and Health

Texas Department of Health

1 100 W. 49th St.
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Austin, TX 78756-3199

Telephone (512) 458-7402

FAX (512) 458-7618

UTAH
Statewide Risk Reduction

Utah Department of Health

288 N. 1460, W.
Salt Lake City, UT 84116-0660

Telephone (801) 538-6270

FAX (801) 538-6036

VERMONT
Tobacco Control Coordinator

Health Promotion/Epidemiology

Division

Vermont Department of Health

P.O. Box 70

Burlington, VT 05402

Telephone (802) 865-77831

FAX (802) 863-7425

VIRGIN ISLANDS
Virgin Islands Department of Social

and Health Services

Charles Harword Complex, Rm. E-25

Christiansted, St. Croix, VI 00820

Telephone (809)774-7700

FAX (809)774-4701

VIRGINIA
Virginia Department of Health

1500 E. Main St.

P.O. Box 2448, Suite 245

Richmond, VA 23218-2448

Telephone (804) 786-3551

FAX (804) 371-6152

WASHINGTON
ASSIST Project, Heart Disease and

Cancer Prevention

Department of Social and Health

Services

Airdustrial Park, 10, P.O. Box 47835

Olympia, WA 98504-7835

Telephone (206) 586-6082

FAX (206) 664-8779

Federal Express Address:

Drop P.O. Box

WEST VIRGINIA
Program Manager
ASSIST Project

West Virginia Department of Health

and Human Resources

1411 Virginia St., E.

Charleston, WV 25301

Telephone (304) 558-0644

FAX (304) 558-1553

WISCONSIN
ASSIST Project

Wisconsin Division of Health

1400 E. Washington Ave., Rm. 240

Madison, WI 53703-3041

Telephone (608) 266-8322

FAX (608) 266-8925

WYOMING
Program Manager
Health Risk Reduction

Wyoming Department of Health

Hathaway Bldg, 4th FI.

Cheyenne, WY 82002

Telephone (307) 777-5949

FAX (307) 777-5402

ASTHO HEADQUARTERS
Director, Tobacco Control Projects

415 Second St., N.E.

Suite 200

Washington, DC 20002

Telephone (202) 546-5400

FAX (202) 544-9349
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Index

A
Abstinence, iii, 1, 2, 24, 70

Acupuncture, 48-50

Adolescents. See also Special

populations

smoking prevalence in, 5

treatment of, 8, 77-79

"All-comers," 13, 16, 38, 91

Antidepressants, 59

Anxiolytics, 60, 91

Assessment

followup, 60-61

of smoking status, 6, 8, 35, 38-39,

40-42, 63

specialized, 94

Aversive smoking, 27, 47-48, 91

B
Benzodiazepines, 60

Biochemical confirmation, 12, 16, 38, 91

Buspirone, 60

c
Cessation

percentage, 14, 15, 91

Children

smoking prevalence in, 5

treatment of, 8, 77-79

Clonidine, 52, 59, 91

Community programs, 45

Cost-effectiveness, 27-28, 29

Counseling, 68, 70

group, 27, 28, 43, 44, 92

individual, 27, 28, 43, 44, 92

telephone, 25, 44

Cue exposure/extinction, 48, 49, 92

D
Diazepam, 60, 92

Disability, 5, 6

Disease, smoking-related, 5, 69

Duration of treatment, 1, 14-15, 35,

50-52

E
Ethnic groups. See Special populations

Exercise, 61, 76, 92

F
Focused smoking. See Aversive

smoking

G
Gender. See Special populations

H
Health care administrators, 1, 2, 6, 9,

20, 21, 26-33

Health care insurers, 1, 2, 6, 9, 20, 21,

26-33

Health care purchasers, 1, 2, 6, 9, 20,

21, 26-33

HMO. See Managed care

Hospital policies. See Institutional

policies

Hospitalized smokers. See Special

populations

Hotline/helpline, 44, 45, 92

Hypnosis, 48, 49

I

Identifying smokers, iii, 21, 35, 38,

39,41,63

Institutional policies, 29

Insurance coverage, 26-27, 29, 61

Intent-to-treat analysis, 11, 38, 92

L
Logistic regression, 12, 13, 92

Low-tar/low-nicotine cigarettes, 64
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M
Managed care, 2, 26, 61

Minimal contact interventions, 47,

70, 92

Minimal practice interventions, 64-65

Minorities. See Special populations

Motivation to quit, iii, 3, 8, 48

Motivational intervention, 3, 19, 21,

63, 93

during followup, 60-61

for pregnant smokers, 69, 7

1

N
Nasal inhaler, 57

Nasal spray, iii, 57

Negative affect intervention, 48, 93

Nicotine gum, 16, 24, 27, 28, 32, 41,

52-54, 56-59,61,75

chewing technique for, 58

dosage for, 58

precautions for, 58

prescribing instructions for, 58

Nicotine patch, 16, 24, 27, 28, 32, 52-

57, 59, 72, 93, 95

dosage for, 55

precautions for, 55

prescribing instructions for, 55

Nicotine replacement therapy, iii, 1, 40,

41,52-59, 67, 69,71,75,77, 79

clinical guidelines for, 56

starter kits, 3 1 ,
94

o
Oral mucosa, 58, 93

P
Person-to-person intervention, 16, 35,

44, 46^7, 50-52, 70, 93

Pharmacotherapy, 12, 19, 52-60

for adolescent and younger

smokers, 79

and health care administrators,

insurers, and purchasers, 26-27, 29

for smokeless tobacco users, 77

Placebo, 16, 48, 50,53,57

Pregnant smokers. See Special

populations

Prescriptive interventions, 65-66

Prevalence, 1, 2, 5, 6

Primary care clinicians, 1, 2, 3, 6, 9,

19-22, 39,61,93

Problem-solving techniques, 2, 28, 42,

47, 48, 65, 93

Propranolol, 60, 94

Psychiatric comorbidity, 25, 27, 48,

72-74

Psychosocial interventions, 27, 28, 37,

46, 53, 54, 60, 79

Public health impact, 3, 40

Q
Quit

date, 21, 24, 63

day, 1 1 , 94

R
Rapid puffing. See Aversive smoking

Rapid smoking. See Aversive smoking

Reimbursement, 1,19, 20, 29-33, 61

Relapse, 24, 42, 48, 60, 63, 70, 71

prevention, iii, 47, 60, 63-66, 71, 93

s
Satiation smoking. See Aversive

smoking

Screening, 12, 35, 38-39, 48, 91

Self-help treatment, 12, 42, 43, 44-46,

68, 92, 94

Self-reported abstinence, 12

Serum cotinine, 41, 94

Serum nicotine, 41, 94

Silver acetate, 60, 94

Skills training, iii, 2, 23, 47, 48, 93

Smoke-free environment, 24, 72

Smokeless tobacco, 8, 64, 78

users, 2, 67, 76-77

Smoking cessation specialists. See

Tobacco cessation specialists
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Social support, iii, 1, 47, 48, 92

Special populations

by age, 5, 8, 27, 77-79

by ethnicity, 8, 27, 67-69

by gender, 27, 67

by hospitalized patients, 8, 32, 70-72

by pregnancy, 12, 27, 38, 40, 55, 56,

67, 69-70, 71

by race, 8, 27, 67-69

Stepped care, 25, 94

T
Tobacco cessation specialists, iii, 1, 2,

6, 9, 23-26

Training for clinicians, 20

Transdermal nicotine. See Nicotine patch

Treatment matching, 25, 95

w
Weight gain, 8, 65, 66, 74-76

Withdrawal symptoms, 24, 56, 72, 73
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Availability of Guidelines

For each clinical practice guideline developed under the sponsorship of

the Agency for Health Care Policy and Research (AHCPR), several versions

are produced to meet different needs.

The Clinical Practice Guideline presents recommendations for health

care providers with brief supporting information, tables and figures, and per-

tinent references.

The Quick Reference Guidefor Smoking Cessation Specialists is a distilled

version of the Clinical Practice Guideline, with summary points for ready refer-

ence on a day-to-day basis. The Quick Reference Guide for Primary Care

Clinicians contains information from the Clinical Practice Guideline presented

in an even more condensed version as a pocket guide for the busy clinician.

The Consumer Version, available in English and Spanish, is an informa-

tion booklet for the general public to increase consumer knowledge and

involvement in health care decisionmaking.

To order single copies of guideline products and the meta-analysis refer-

ence list or to obtain further information on their availability, call the AHCPR
Publications Clearinghouse toll-free at 800-358-9295 or write to: AHCPR
Publications Clearinghouse, P.O. Box 8547, Silver Spring, MD 20907.

Single copies of the Clinical Practice Guideline are available for sale from

the Government Printing Office, Superintendent of Documents, Washington,

DC 20402, with a 25-percent discount given for bulk orders of 100 copies or

more. The quick reference guides and the Consumer Version in English and

Spanish are also available for sale in bulk quantities only. Call (202) 512-1800

for price and ordering information.

The Guideline Technical Report contains complete supporting materials

for the Clinical Practice Guideline, including background information,

methodology, literature review, scientific evidence tables, recommendations

for research, and a comprehensive bibliography. It is available from the

"vice, 5285 Port Royal Road, Springfield,

price and ordering information,

ents and the meta-analysis references

internet through the AHCPR Web site,
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Access for Clinical Practice Guidelines
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